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NEW X-RAY APPARATUS } 


A SELECTION FROM OUR MANY MODELS 


ALL 
APPARATUS 
OF 
BRITISH 
MANUFACTURE 


The ‘‘ Ward”’ Mobile X-Ray Outfit 
Tube Arm folded back ready for movement. 


For femur cases in wards, dentists’, surgeons’, dermatolo- 
gists’, physicians’ consulting-rooms, cottage hospitals, port- 


apparatus com -Insu gh-Tension 99% 
Transformer. Coolidge X-Ray Tube, Protection in acvord- The New ‘‘ Radiolectric’’ X-Ray Outfit 
ance wit latest requirements, Switc Auto- 
Switch, and: Automatic Fechnigue Diretor 
ofthe Now fitted with: Independent Switch Table, Automatic 
PRICE (cs ittustrated) rd Alternating Current ‘ £150 Time Switch, Independent Filament Transformer, Oil- 
ngs t a Insulated High-Tension Transformer, Spherical Spark 
” » Direct Current... ... £195 Gap, Ampere-Meter, Meter. Foot. Switch, 
Auto-Transformer, Regulation Kilo-volt Scale, Technique 


Director, ete. 
The who'e designed and guaranteed to operate 
the Coolidge Radiator Tube up to its MAXIMUM 
CAPACITY. GUARANTEED OUTPUT thi ough the 
X-Ray Tube of 3) M.A. 
PRICE, for use on Alternating Current .. £190 
” Direct Current .. « £245 


- We cordially invite members of the profession to 
-eall and inspect the above models. 


Technical experts will be sent to any part of the 
country to advise as to suitable installations free 
of charge. 


All these models are fi:ted with our Patent Technique 
Director, giving th2 exp sure times fcr every part 
of the body. 


OVER 200 OF THESE OUTFITS 
HAVE BEEN INSTALLED. 


Please write for the following Special X-Ray Publications, 
free on request. 


Bulletin 30 ‘‘ N.P.L.’’ X-Ray Installation. 
Bulletin 60 ‘‘ Ward ’’ Mobile X-Ray Installation. 


The ‘Economical ’’ X-Ray Outfit 


As the “ Ward” type, but fitted, in addition, with complete ° 6s * ” late 

equipment for Ratiographic Department, as illustrated, Bulletin 70 Economical X=Ray Installation. 

Couch. complete Tank Development Outi, Fluorescent Bulletin 80 New ‘‘ Radiolectric Installatio 
ouch, complete Tan velopment Outfit, Fluorescen ulletin ion. 

and Intensifying Screens, Compression Gear, Overhead 

ee ee oe The above apparatus have been supplied to the India Office, 


PRICE (as illustrated and described) — 
jardeen Alternating Current ... £201 10s. Crown Agents for the Colonies. L.U.C.,and many Colonial and 


Direct Current... £246 10s. Foreign Governments. 


THE COX-CAVENDISH ELECTRICAL CO. (1924) LTD. 
105, Great Portland Street, London, W.1. 


Telephone: LANGHAM 1145 (2 lines). 
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THE FULURE RELATION OF MUNICIPALITIES 
TO VOLUNTARY HOSPITALS. 

I,—THE QUESTION OF CO-OPERATION BETWEEN 

VOLUNTARY AND MUNICIPAL HOSPITALS.* 


HERBERT L. EASON, C.B., C.M.G., M.D., M.S., . 
Senior Uphthalmic Surgeon and Superintendent, Guy's Hospital. 


Ar the outset I want to say that, much as I appreciate 
the compliment of being asked tu open this discussion, 
I feel entirely incompetent to do so. The field to be 
covered is so vast and so varied that I doubt if any one 
person can cover it satisfactorily.. I have, moreover, no 
confidence in my capacities as a prophet. Prophecies are 
always hazardous ventures, so that I feel that the best 
I can do this morning is to exoress my own personal views 
on present conditions and on what I hope may happen 
in the future. I am going still further to limit myself, 
an to confine myself to that part of the field with which 
I may to some extent be familiar—-namely, the problem 
as it affects voluntary hospitals in Lendon with medical 
schools. I do this with the hope that other speakers may 
attack the questions from the point of view of other 
institutions and other localities. 

Before discussing the future, it may be as well briefly 
to recapitulate the existing relationship between the volun- 
tary hospitals and State and municipal institutions. Some 
of these relationships are official! and some of them are 
merely matters of custom, habit, and tradition. 

The State itself has little relationship to the voluntary 
hospitals, except in so far as it may control ante-natal 
or infant welfare centres, or may come in contact with 
the hospitals through their medical schools, which may 
receive a grant from the Treasury Grants Committee. 
In these circumstances the representatives of the Uni- 
versity Grants Committce, or of the Minister of Health, 
have a right of access to the hospital in order to satisfy 
themselves that the arrangements for the instruction of 
students are adequate, both from the point of view of 
ward and laboratory. accommodation and of educational 
facilities. 

The relationship of the voluntary hospitals to the 
municipality—the London County Council—is in many 
hospitals more intimate, particularly where the munici- 
pality finances such departments as venereal diseases 
departments and school clinics. A venereal diseases de- 
partment is administered by the voluntary hospital, which 
appoints the staff, arranges for the equipment of the 
department, and is responsible for its conduct, subject 
to the approval of the London County Council; the County 
Counci! inspects the department from time to time, and 
the voluntary hospital, at the end of the year, presents 
the bill to the County Council in the form of a report 
and a financial statement. The County Council then 
makes a grant to cover, if not the whole, the greater 
part of the expense of the department. 

The relationship of the voluntary hospitals to the Metro- 
politan Asylums Board is laid down by law—that is, 
certain infectious diseases must be notified to the public 
health authorities, and the Metropolitan Asylums Board 
hospitals must admit such cases from the voluntary hos- 
pitals, if notified. 

The relationship of the Poor Law infirmaries—which 
are in a sense municipal, though they are not as yet under 
the control of the chief municipal authority—and the 
Voluntary hospitals is fairly simple. The voluntary hos- 
Pitals are accustomed to transfer to the appropriate 
Infirmary any case which, in the opinion of its medical 

cers, requires institutional treatment but for which 
there is no room in the voluntary hospital. The Poor 

aw infirmary must admit a patient so recommended, 
either through the relieving officer or directly to the 

aot Paper opening a discussion in the Section of Medical 


Annual —? of the British Medieal Association’ at Edinburgh. 
€ President of the Secti “Dr. F 


on, . N. Kay Menzies, was in the chair. 


infirmary, in accordance with local arrangements as 
between the hospital and the infirmary. ae = 

But over and above these comparatively simple func- 
tions there has of recent years been a great development 
in the activities. both of municipal -and Metropolitan 


_Asylums Board institutions in the direction of treating 


special diseases or special conditions in particular institu- 
tions, thus impinging on the province of the general 
hospitals, and these developments are not without danger 
to the effective education of medical students in “the 
schools attached to voluntary hospitals. . 

In this connexion I cannot-do better than quote from 
an able leading article in the British Mepican Journat of 
June 11th, 1927 (p. 1064): ey 


“At its meeting in April the Council of the British Medical 


Association, approving a report with regard to crthopaedic clinics, 
pointed out that one of the dangers attending the establishment 
of such clinics,is ‘the withdrawal of a large number of cases of 
a special type from those hospitals in which medical edutation 
is carried on in connexion with medical schools, so adding to the 
difficulties of seeuring an adequate knowledge of such conditions 
among medical practitioners in general.’ . . . 

‘This anxiety is by no means premature. There are now no 
fewer than seventeen departments, spheres, or directions of 
clinical activity for which provision is made -in this sectional way 
under the auspices of local authorities. Some of these cover an 
extensive field of medicine; and in some there has arisen the 
ominous and increasingly insistent suggestion that the public 
needs can best be met by authorizing the placing of responsibility 
for giving advice and treatment upon Dag we other than qualified 
and registered medical practitioners. For instance, we have heard 
it claimed that midwives are quite capable of dealing with ante- 
natal conditions; that school nurses, under the purely nominal 
supervision of a medical officer, may safely be left to treat what 
are called the ‘minor ailments’ of school children; and that 
dentists, rather than medical practitioners, should be entrusted 
with the administration of certain classes of anaesthetics. The 
pretensions of some opticians, now being ~~ with a good deal 
of parliamentary sympathy, are especially dangerous.. They are 
asking that the State should officially recognize them and register 
them as being the most skilled, if not the only legitimate, practi- 
tioners in an extensive field of ophthalmic treatment, and that 
their certificates within this field shall be, under agg ag’ com- 
pulsion, recognized by ‘ any local or central authority or Govern- 
ment department in any part of Great Britain. | oe 

““Two interlocked vicious circles are, in fact, being established. 
There is danger that medical students may be imperfeotly 
instructed in some part of their work owing to the withdrawal 
of special types of case to the clinics of local authorities, and 
there is danger that it may become difficult properly to staff those 
clinics owing to imperfect training of medical students. There 
is danger that unqualified persons may be officially recognized 
in certain fields of medical work owing to alleged insufficiency 
in the supply of competent medical practitioners, and there is 
danger that a progressively smaller number of qualified medical 
practitioners will cultivate those fields owing to their remunerative 
clientele being seriously diminished by the official recognition of 
the unqualified persons. If Parliament, the Government depagt- 
ments concerned, the local authorities, and the powers within the 
medical profession are wise, however, it is not yet too late to avoid 
these dangers.” 


This is neither the time nor the place to pursue all! the 
ultimate implications of this statement, but it is sufficient 
here to emphasize that, in all discussions as to the future, 
we must, in the interests both of medical education and of 
the public, insist that no arrangements will be approved 
which will destroy or interfere with the free access of all 
types of disease, whether serious or trivial, to the voluntary 
hospitals with medical schools. wes! 

As an illustration of developments alluded to in the 
British Mepicat Journat I set out below some, but possibly 
not all, of the sectional departments in which provision is 
now made for separate types of disease : 


. M.A.B. (Metropolitan Asylums 
Board): 
Other notifiable infectious 

Venereal disease .. L.C.C. (London County Council). 
Tuberculosis . L.C.C. and M.A.B. 
Ante-natal work Ministry of Health, 
i erpera 
.. Boards of Guardians, 
Infant welfare ... _... _ Ministry of Health. 
Minor ailments of school 


children — 

j er oph- 

Tonsils and adenoids... L.C.C, School Clinics. 

Anaesthetics for dental and Public Dental Service and 

adenoid work L.C.C, 

Special cases of ear dis- 

“Leigh Homes, Abbey Wood. 
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Orthopaedic cases . M.A.B. Queen Mary’s Hos- 
pital, Carshalton 


Rheumatic heart disease and M.A.B. Queen Mary’s 


chorea ... ital, Carshalton 
Mental deficiency . L.C.C. and M.A.B. 
Insanity ... ES . L.C.C. 
Ophthalmia ee School, Swanley, 


M.A.B. 
Ophthalmia neonatorum . M.A.B. St. Margaret’s Hos- 


pital. 
suffering Sheffield Street Hospital, 
Kingsway M.A.B. 
Thavies Inn Infirmary, M.A.B. 


pital. 
. M.A.B. St. Margaret’s Hos- 
pital. 


Pariurient women 
from venereal dis2ase 


Zymotic enteritis 


With this very brief summary of the existing relationship 
of State and municipal hospitals to the voluntary hospitals, 
I may proceed to the further consideration: Why is it 
necessary now to discuss their future relationship, and 
why has the question so suddenly developed such a high 
importance? 

I think the answer to that question lies in” the intention 
of Mr. Neville Chamberlain, the Minister of Health, to 
bring before Parliament later in this year some pro- 
posals for a measure of Poor Law reform. 

Mr. Chamberlain’s proposals are set out in a memo- 
randum entitled “* Provisional Proposals for Poor Law 
Reform prepared in the Ministry of Health for circulation 
to the London County Council, Associations of Local 
Authorities, and others concerned as a basis for considera- 
tion and discussion.’’* The objects which Mr. Chamberlain 
seeks to attain are briefly (and apart from the reduction 
in the number of local elections and lecal administrative 
bodies) : 

1. The co-ordination and improvement of the provision d 
for the prevention and treatment of ill health, both. inatitutionslly 
and otherwise, and the inclusion in this Provision of all public 
rere required as the result of sickness, accident, and 
- In county boroughs a complete unification of the health services 
can be secured, and as regards administrative counties there is 
contemplated a concentration in the county council of a general 
responsibility for the administration of health services in the 
hands of borough and district councils acting within the county. 

2. The co-ordination of all forms of public assistance, and 
especially an improved correlation between Poor Law relief and 

- The decentralization of th ibili i 
on tho Minister on responsibility at present falling 

4. The simplification of the financial relations b 
Ministry and the local authorities and the frosing of cy lowe 
authorities from the financial restrictions in matters of compara- 
pe — which are a necessary concomitant of the present 

5. The correction of certain anomalies of histori igi 
as the association of the registration service (births, Satie = 
marriages) with the provision for the relief of the poor. ‘ 


In brief, as principally affecting hospitals, Mr. 
Chamberlain proposes to take the Poor Law infirmaries 
out of the hands of the boards of guardians and to put 
them under the control of the local municipal authority— 
in the case of London, the London County Council. 

Those of us who are interested in the co-ordination and 
the improvement of the provision made for the prevention 
and treatment of ill health, both institutionally and other- 


wise, cannot but feel that the administration of the Poor 


Law infirmaries by the local municipal authority would be 
a reform productive of the greatest benefit to the sick: 
nevertheless, I should like to state at once that I entirely 
agree with Mr. Neville Chamberiain that these proposals 
must uot be taken to reflect in the slightest degree on the 
manner in which the boards of guardians have generally 
carried out their duties in regard to infirmaries, 

- Nothing has been more striking in recent years than 
the steady and marked improvement of the standard of 
professional service, both medical and surgical, provided 
in Poor Law institutions. Within a comparatively recent 
period they have risen from the position of little more 
than workhouse infirmaries for the destitute and incurable 
to that of hospitals differing little from the big voluntary 
hospitals. The present administration of infirmaries by 
the Poor Law guardians suffers, however, from two grave 
defects. The first is the stigma of pauperism. It is a 


24. — Published by His Majesty’s Stationery Office, 1925. Price 


matter of common and constant experience that patients 
have the gravest objection either to being sent to the 


infirmary direct or to being transferred from a voluntary 
hospital to the infirmary. It is useless to point out to 
these persons that the medical service provided in these 
infirmaries is adequate and efficient; there still exists in 
their minds a deep-rooted antipathy, probably historic in 
origin, to the infirmary. The infirmary still appears to 
so? many something like the workhouse, in which paticnts 
may not be treated with the same kindness and sympathy 
that they are in a voluntary hospital, and in addition there 
is that terrible stigma of pauperism. This is a matter of 
grave moment to patients, both as regards their own self- 
respect and their standing with their neighbours. The 
prejudice is inveterate and it is hopeless to argue with 
many of them. They would sooner take their children or 
relatives home, however inadequate the accommodation, 
than let them go to the infirmary, however good it may 
be, and however kind and efficient is the treatment that 
they may, and now do, receive in these institutions. ; 

The second defect is that at the present time infirmaries 
are, and must be, worked in watertight compartments, 
and hence difficulties and problems are always arising as 
between voluntary hospitals and infirmaries with regard 
to the admission of patients. A hospital can only send a 
patient to the infirmary of the parish in which the patient 
resides, even though that particular infirmary may be much 
further away than an infirmary of an adjoining parish, 
Hence officials and medical officers of hospitals have 
always to keep in mind the actual road boundaries cf 
the boroughs, and must carefully verify the patient's 
address, especially in cases where the boundaries of the 
boroughs run down the middle of the street, so that the 
odd numbers may be in one borough and the even in 
another. This meticulous accuracy is, of course, not 
superfluous, annoying though it may be, as boards of 
guardians can only provide for the residents in their 
own parish. 

The removal of the infirmaries from the control of the 
boards of guardians and from the Poor Law and their 
centralization under the municipal authority will provide 
a system of municipal hospital accommodation as an 
integral part of the medical service of the country, 
supplementary to the general practitioner service of the 
National Health Insurance Act, and will have as its first 
result the abolition of the stigma of pauperism from the 
infirmary service. This centralization will also remedy 
the defect of the watertight compartments, thus meking 
the municipal hospital service more fluid and efficient. 

It appears to me, therefore, that the question of the 
future of the voluntary hospitals in relation to State and 
municipal services, except for the sectional activities which 
I have mentioned above, really narrows itself down to 
the future relationship of the voluntary hospitals to the 
infirmaries, if and when these infirmaries come under the 
control of the municipality. 

I have mentioned above that there is often now little 
to choose between the services of the voluntary hospital 
and that of the infirmary. But there are differences, 
and it may be as well to consider what they are. 

First, the fundamental difference between the Poor 
Law infirmary and the voluntary hospital at the present 
time is that the Poor Law infirmary has no out-patient 
department, or at any rate is not legally entitled to have 
one. Now it is the out-patient department of a voluntary 
hospital which causes the administration and the medical 
staff the greatest anxiety, for it is in that department 
that arises the great problem of the selection of those 
patients who shall be admitted to the hospital—that 1% 
who shall be admitted and who shall be sent elsewhere. 
It is in this difficult task of selection that the voluntary 
hospital most commonly meets with public or municipal 
criticism, the question being asked why such and such 
a case was taken in and why such and such a case was 
sent away. The municipal infirmary has no such problems, 
as it has no out-patient department, and, as it is bound 
to take in every case that is sent by the voluntary hospital 
or by the medical practitioner, subject, of course, to the 
decision of the relieving officer, this problem of selection 
does not arise. 
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Secondly, the voluntary hospital with a medical school 
does as a rule work at a higher professional standard 
and at a much higher pressure, though, as statistics as 
to the work of the municipal hospitals and Poor Law 
infirmaries are not, so far as I know, available to the 
voluntary hospitals, it is difficult to give chapter and 
verse for such a statement. But I think it is generally 
agreed that the cases in a voluntary hospital are on the 
average more seriously ill, and that the number of opera- 
tions is proportionately higher in a voluntary hospital 
than in a Poor Law infirmary. 


Thirdly, there is usually a much more liberal provision - 


of departments for special diagnosis and treatment in 
a voluntary hospital than in an infirmary. 

The problem that we have to face at the present time 
is, therefore, what is to be the nature of the co-operation 
betweer. the voluntary hospital and the municipal hospital 


-in the future? It is this problem of co-operation which 


appears to be causing so much alarm to many of the 
supporters of the voluntary hospital system. 

“IT am a strong believer in co-operation,’’ said the 
elephant, as it sat down on the pheasant’s eggs in a praise- 
worthy attempt to assist in hatching them out. Many 
of the voluntary hospitals look upon the municipality as 
the possible clephant in this scheme of co-operation, and 
are afraid that, with the unlimited funds which the 
municipality may obtain through the rates and other 
grateful municipal taxes, the municipal hospitals may 
eventually squeeze the voluntary hospitals out of existence. 

I am not apprehensive of this result, and I do not 
think the Minister of Health or anyone else desires to 
destroy the voluntary hospitals. Mr. Neville Chamberlain 
himself, discussing the future of the beds under the control 
of the municipal authorities and of the guardians, has 
said, in a recent speech with regard to the voluntary 
hospital beds and what was to happen to them: ‘ Were 
they to be swallowed up ,by Lord Mayors and Mayors? 
Heaven forbid! ”’ 

I hold that, if the voluntary hospitals continue to provide 
a medical and surgical service of the standard that they 
haye hitherto. provided at a cost which is less than, or 
equal to, the cost of the municipal hospital service of the 
future, they will survive. If they cannot, then I think 
the time will come when the voluntary hospitals will have 
to go to the wall, and the State or the municipality will 
swallow up the last remnant of a system that is peculiarly 
adapted to the British genius, and that has been the 
foundation of British medicine and British nursing. 

But to come to concrete proposals for co-operation be- 
tween the municipal hospitals and voluntary hospitals. 
In this connexion I cannot do better than take as my text 
some questions which have been suggested to the British 
Hospitals Association by Sir Arthur Robinson, of the 
Ministry of Health, which, as he says, call for detailed 
and careful examination. Sir Arthur Robinson’s questions 
are as follows: 


1. Having regard to the nature of the hospital accommodati 
available the area, both in volunta public 
are there any categories of cases which should, so far as practic- 
able, be allocated to one type of hospital or the other? 


2. Is it possible, after taking stock of local needs, to agree on 
any lines of demarcation between the province of the voluntary 
and the public hospitals in the area? 


3. Assuming that some understanding is reached as io the line 
of demarcation between the public and voluntary hospitals in a 
given area, to what extent would this modify schemes of enlarge- 
ment in hand or in contemplation? 


4. If there is a shortage of voluntary beds, in what respect is 
the shortage most serious—for example, is it a shortage of general 
a or medical beds, gynaecological or maternity beds, or 
orthopaedic?. Is there vacant accommodation in public hospitals 
Suitable, or capable of being adapted, for the type of case for 
Which accommodation is specially needed? 


.5. Could not some “clearing house” arrangement be estab- 
lished by agreement between the voluntary hospital authorities 
and the local authorities (including the guardians) which would 
ensure a better distribution of patients and the more rapid 
admission of cases requirii.z institutional treatment ? 


6. To what extent and under what conditions could the medical 
Stafis of the voluntary hospitals undertake responsibility for cases, 
or for a definite number of beds, in public hospitals, so that the 
Patient may be assured of the special type of experience required 
whether medical or surgical, without regard to whether the bed 
Which he occupies is under voluntary or public management? 


Let me, as my contribution to this discussion, briefly set 
out how I should answer these. 

1. Speaking, as I have said before, especially on behalf 
of the voluntary hospitals with medical schools, my answer 
must be ‘‘ No,”’ except that it is, of course, inevitable that 
the municipal institutions will receive a higher proportion 
of chronic and incurable cases than the teaching hospitals. 
To fill a teaching hospital with chronic cases is to sterilize 
medical education. It is essential that a hospital with a 
medical school attached must have the power and the 
opportunity to admit every type of disease, whether trivial 
or serious, for this free selection of cases is of fundamental 
importance for the thorough education of the medical 
practitioner. 

I have mentioned above the possible dangers to medical 
education of the existing municipal activities in the 
sectional treatment of disease in special hospitals. It is to 
be remembered that the function of the hospital with a 
medical school is analogous to the part which must be 
played more and more by the consulting physician in 
modern medicine, where specialism has developed to an 
equal extent. The tendency is growing greater every year 
for each specialist to look at every disease from the point 
of view of his own specialty. While specialism certainly 
improves technique and advances knowledge, it also, unless 
carefully corrected, tends to a restricted outlook, and there 
is, therefore, a greater need than ever for the generai 
consulting physician who will, so to speak, put the jigsaw 
puzzle of all the various specialist opinions together and, 
with the broadest outlook, determine what is really the 
matter with the patient, and what is the line of treatment 
which should best be followed. 

Such also is the function of the general hospital—to 
ensure that investigators and workers in all branches of 
medicine shall work together in one institution and; by 
frequent consultation, ensure a broad outlook over the 
whole field of medicine and a judicious consideration of all 
the aspects of every individual disease. 


2. I think this question must also be answered in the 
negative, as they say in parliamentary circles. I think it 
is impracticable to lay down definite regulations as to what 
a voluntary hospital or a municipal infirmary may or may 
not do. Can we say that the infirmary may operate on a 
simple case of appendicitis but must not do a gastro- 
jejunostomy, or that it may do a strangulated hernia and 
not a cholecystectomy? Such examples show how im- 
possible such differentiation would be. Any attempt to 
interfere with the professional activities of the staff of the 
municipal hospital would be both impossible and disastrous. 
The medical staffs of the municipal hospitals must be ir 
a position to perform any operation of medicine or surgery 
that is required for the necessary treatment of such 
patients as have been admitted. I am, of course, limiting 
my remarks to general medicine and surgery; but the 
question does also arise as to whether the municipal 
hospitals will in any future schemes develop special depart- 
ments for special regional diseases; but it is clear that, in 
the main departments of general surgery, medicine, and 
midwifery, the voluntary and the municipal hospitals 
should, as far as possible, be similar if not identical 
institutions. 

3. As, in my opinion, it is not possible to find any line 
of demarcation between the voluntary and municipal hos- 
pitals in a given area, this question does not appear to 
arise. 

4. Thero is a very definite shortage of voluntary beds, 
and, speaking from my own experience at my own hos- 
pital, I should say that the shortage is serious for general 
surgica! cases—in some hospitals male, and in some female 
cases—the surgical waiting list at most hospitals being 
considerable. The longest waiting lists, however, are, in 
my own experience, in the departments for diseases of the 
throat and ear and for orthopaedics. 

Whether we can ever really cope with the demand for 
beds for throat, nose, and ear patients is a question that 
I find almost impossible of solution, and it will probably 
depend upon the future views of the medical profession 
as to the desirability or otherwise of removing the tonsils 
in nearly every living child or adult. 
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Orthopaedic beds are certainly hopelessly insufficient, 
principally because the proper orthopaedic treatment of a 
case is very often extremely long, and orthopaedic cases, 
therefore, occupy beds for a much longer period than the 
ordinary surgical or medical cases. If special provision 
could be made in the municipal hospitals for surgical, 
orthopaedic, and throat and ear cases, an enormous benefit 
would be conferred upon large numbers of the population 
who are now waiting week after week for beds in the 
voluntary hospitals. Moreover, in the interest of the 
public, it would be of inestimable advantage if more ample 
provision could be made for cancer cases, so that, if 
possible, there should not be a delay of more than a few 
days between the diagnosis of cancer and its removal. 

Questions 5 and 6 must really be considered together. 
My ideal would be that the voluntary hospital with a 
teaching school should be the nucleus of the local hospital 
system, and should, to use a common phrase, be the 
‘*mother hospital’’ of the group. To ensure a proper 
co-operation between the hospitals in a district there 
must be no official machinery which will add difficulties or 
delay in the rapid transfer of patients from one hospital 
to another in the area—that is, it should be quite easy for 
the voluntary hospital to send a case to the municipal 
hospital, if there is no room for it in the voluntary 
hospital, and equally it ought to be as easy for the 
municipal hospital to transfer a case to the voluntary 
hospital, if there is not available in the municipal hospital 
the treatment necessary for the case. This can only be 
done if the voluntary and municipal hospitals are to a 
great extent under the same management. In this way 
alone can the perpetual discussion as to the relative rights 
and prerogatives of each institution be avoided. 

The ideal would be that the voluntary hospital and the 
municipal hospital should be under some joint management 
both as regards the provision of the medical staff and the 
engagement and the training of nurses. I think it would 
be quite easy for the voluntary hospital to arrange for 
the delegation of a certain number of its visiting staff 
to act in a similar capacity at the municipal hospital. The 
municipal hospital would, of course, pay for these services, 
and a common visiting staff for the two institutions 
would ensure a common standard of treatment in each 
department. 

In a short time the hospital-using public would learn 
to know that there was no essential difference between the 
voluntary hospital and the municipal infirmary, and, the 
stigma of pauperism having been removed, patients would 
not really mind into which department of a common 
institution they were admitted. Under some such arrange- 
ment it would, of course, be unnecessary for the municipal 
hospital to be provided with extensive laboratories for 
investigations, such as those which are now provided at 
the voluntary hospitals. Laboratory investigations for the 
municipal hospital could be done in the laboratories of 
the voluntary hospital, and by thus limiting the number 
of laboratories for investigations one could ensure the 
provision of sufficient investigators of the highest standard 
of knowledge and efficiency. 

Assuming that this joint administration and co-operation 
comes into being, the final question which has to be dis- 
cussed is: How is this conjoint institution to be managed? 
Is it to be managed by the municipality or by the voluntary 
hospital ? 

My own view is that the least destruction of the volun- 
tary system and the greatest economy to ratepayers would 
be effected by the voluntary hospital having a predominant 
share in this conjoint administration. I take as my 
analogy the departments which I have mentioned pre- 
viously in this paper—namely, the London County Council 
venereal disease departments, which exist now in many of 
the teaching hospitals. These venereal disease departments 


_ are managed entirely by the voluntary hospital, subject 


to inspection by the officials of the municipality. At the 
end of the year the hospital presents its bill, and the 
municipality pays it. 

Surely this method could be amplified to include the 
management of the municipal hospital. The administra- 
tion of the mother hospital would be responsible for the 
administration of the municipal infirmary, subject always 


to the approval of the municipal authorities. The 
municipal authorities would be represented upon the 
governing body of the voluntary hospital, and in this 
way the municipality would not only have a very real 
control of its own hospital service, but would avoid the 
difficult task of instituting and maintaining a system of . 
hospital administration parallel to and in competition with 
the voluntary hospital. 

These ideas may be considered revolutionary, and may 
not meet with general acceptance, but I put them 
forward as concrete suggestions, as contrasted with pious 
generalities, in the hope that they may afford some basis 
for discussion. 


II.—_THE POOR LAW HOSPITAL AS A FACTOR 
IN PUBLIC HEALTH. 
BY 
M. A. REYNARD, 
Chief Executive Officer of Glasgow Parish Council and District 
Board of Control. 

Tue position of the Poor Law hospital as a factor in public 
health is a problem which is exercising a good deal of 
attention at present. There is an admitted shortage of 
hospital accommodation, and any scheme which might have 
the effect of meeting that deficiency should be cordially 
welcomed, and the possibilities of Poor Law hospitals have 
not been fully explored. The reason for the neglect of this 
avenue of relief probably lies in the. hospitals themselves, 
as too often the hospital is an adjunct of the poorhouse; 
it is inadequately staffed with trained nurses, and the 
medical and surgical treatment is left to part-time men 
who never meet the councillors whose property the hospital 
is; consequently they do not have the opportunity of 
suggesting improvements, and so soon lose interest in 

the administration. 

While it is true that these faults exist at present, they 
need not remain; in the Poor Law hospitals of Glasgow 
they have been eliminated, and the standard of efficiency 
ia both medical and nursing staffs is equal to that of the 
voluntary hospitals. The hospitals are three in number, 
with accommodation for 2,400 patients. ; 

Stobhill, which is the largest, has 1,700 beds. It was, 
during its period of military occupation, known as the 
3rd and 4th Scottish General Hospital, and as such is 
familiar to most of my audience, The site is admirable— 
an eminence four miles north of the city. The build- 
ings are of brick, with stone facings; detached wards 
of two stories are connected by a corridor to the operating 
theatres, to the administrative block, and also to the 
kitchen and recreation hall. There are isolated blocks, not 
connected by corridor, for the treatment of skin disease 
mental observation wards, wards which are at present used 
for the treatment of encephalitis lethargica cases, with 
maternity blocks. In addition to the 1,700 hospital beds, 
there is accommodation for a number of children. This 
accommodation takes the form of separate villas. The 
children are placed under the care of a matron in each 
block and they live more or less an ordinary family life. 

The hospital conforms as nearly as may be to a general 
hospital, such as the Royal or Western Infirmary in 
Glasgow. It is fitted with adequate operation theatres, 
an g-ray department, and general medical equipment, 
together with a tairly adequate electrical apparatus. Work 
is proceeding on a new theatre, an electrical department, 
and ear, nose, and throat, and eye departments, the total 
cost of which is estimated at no less than £35,000. 

The grounds extend to about fifty-four acres. “A bowling 
green, three tennis courts, and a recreation field have been 
provided for the use of the patients and staff. Fourteen 
gardeners and groundsmen are employed in the upkeep of 
the grounds. 

The medical staff consists of a resident staff—medical 
superintendent with two permanent assistants, a whole 
time pathologist with a whole-time assistant, together 
with twelve resident medical officers, who are engage 
for a period of six months with a possible extension to 
two years. The wards for the treatment of the various 
diseases are placed in charge of visiting consultants a8 
follows: two physicians, a surgeon, a gynaecologist and 
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obstetric surgeon, physician to children’s department, 
physician to mental wards, eye specialist, aural surgeon, 
skin specialist, radiologist, dentist. Last year the total 
number of patients treated was 10,290. Duke Street 
Hospital, which is next in size, has accommodation for 
314 patients. Oakbank, the smallest of the three, has 
accommodation for 224 cases. Except for the smaller size, 
each of these hospitals is staffed and equipped similarly 
to Stobhill. 

In these three hospitals the standard of medical, surgical, 
and obstetric treatment is quite equal to that of the 
larger voluntary hospitals. The council has _ recently 
appointed two officers who will be largely engaged in 
research work. The nursing staff, in whose training 
considerable pains are taken, is as competent as any. 
This has been demonstrated in public examinations, such 
as are held ‘by the Central Midwives Board, the Medico- 
Psychological Association, the Board of Health, and the 
recently appointed General Nursing Council. Further, the 
supply of apparatus is being continually augmented. 

The co-operation between the Poor Law and the public 
health authorities of Glasgow is good. Long prior to the 
extension of the ramifications of public health authorities 
many cases now treated by these authorities were treated 
in Poor Law hospitals. For example, tuberculosis was, 
until a few years ago, dealt with mainly by voluntary 
hospitals and Poor Law institutions. Public health authori- 
ties now undertake the treatment of pneumonia, and, 
more recently, of encephalitis lethargica. In Glasgow the 
institutional accommodation for tuberculosis and pneu- 
monia is inadequate, and the public health authority 
contracts with the parish council to deal with a proportion 
of the tuberculosis patients in all of the Poor Law hospitals. 
At times of stress large numbers of pneumonia patients are 
frequently treated in Poor Law hospitals, and, still more 
recently, the parish ccuacil of Glasgow has placed at the 
disposal of all the public health authorities of Scotland 
certain accommodation in Stobhill for the treatment cf 
encephalitis lethargica. The demand for the admission of 
encephalitis lethargica cases has been so great that only the 
most urgent cases are accepted; the procedure is that the 
medical officer of the district in which the case cccurs 
makes application to the Board of Health, who selects the 
cascs, and, as accommodation offers, they are received into 
Stobhill. Quarterly reports on progress are made by the 
officer of the parish council to the medical officer concerned. 

Two years ago the strain on the accommodation of the 
Glasgow Maternity Hospital was found to be more than 
it could bear, and, with the consent of the Board of Health, 
an agreement was come to whereby patients who make 
application to the Maternity Hospital, and for whom no 
accommodation is available, are treated in Stobhill. These 
patients receive exactly the same treatment as is accorded 
to ordinary Poor Law patients, the only distinction being 
that their bed card is of a different colour and bears a 
note that they are Maternity Hospital patients. The 
Maternity Hospital authorities repay the cost of board. 


.. About forty patients a week are received, and the arrange- 


ment has worked both satisfactorily and harmoniously. 

At the present time negotiations are proceeding for co- 
operation between the education authority and the parish 
council for the treatment in Western District Hospital of 
children who require minor operations, such as the removal 
of tonsils and adenoids. 

What has been accomplished in Glasgow can equally well 
be accomplished in other parts of Scotland, but the fact 


~that it has not been brought about long ago is probably 


due to the unsatisfactory nature of the Poor Law areas. 


_ The parish is an area which has long outgrown its useful- 


ness. The only merit which it has is that it is a known 
area; but many parishes contain no more than a population 
of a few hundreds, and it is absurd that the same legal 
machinery should be provided for a population of a few 
hundreds as is provided for a population such as that of 
If the areas were increased and the demand 
made on the Poor Law authority for hospital treat- 
ment, it would be provided, but meantime the demand 
on each parish is so small that the parish councils are only 


too ready to piss on their responsibilities to voluntary 
agencies, 


A Royal Commission, under the chairmanship of Sir 
Donald MacLean, whose report was issued in 1918, recom- 
mended a transfer of the functions of the Poor Law 
authorities to town and county councils. More recently 
Mr. Chamberlain has framed a bill incorporating the pro- 
posals of this report. If such should become law, it will 
get rid of the small areas and will place the responsibility 
for all hospital treatment on town and county councils. 
To be workable, the proposal would require to ensure that 
towns under a certain population are absorbed in the 
county area, and that a county under a certain population 
should be amalgamated with a neighbouring county. 

It may be that town and county councils are not ideal 
bodies to undertake the functions of a hospital authority, 
and arguments could be adduced for the creation of an 
ad hoc authority whose duty this particular function 
would be. In any event, the creation of a_ hospital 
authority for convenient areas would be an undoubted 
advantage, but some form of central control would be 
essential, and, for rural districts, assistance would be 
necessary from Treasury funds. The duty of the central 
authority could be to sce to the erection of hospitals in 
convenient areas, to decide on the standard of efficiency 
of rural hospitals, to exercise control over the erection of 
separate small hospitals in populous districts, and to 
encourage the amalgamation of smaller hospitals where the 
area is not too great. 

If efficiently managed, a large hospital can be run at 
a much cheaper cost per patient per week than can a 
small hospital. In Glasgow, for the past year, the weekly 
cost per patient in Stobhill Hospital, where the daily 
average number is 1,403, was 23s. 4d.; in the Eastern 
District Hospital, with a daily average number of 244, 
the cost rose to 32s. 1d.; and in the Western, where ihe 
daily average number was only 184, the cost amounted to 
36s. 2d. 

Both local authorities and voluntary agencies are too 
prone to build institutional accommodation for themselves 
alone. Many small public health authorities have small 
infectious diseases hospitals built for the accommodation of 
patients from their own area alone, whereas they could 
quite easily have amalgamated with other authorities in 
the neighbourhood and built a larger hospital, where the 
costs, both for building and maintenance, would have been 
much lower. Voluntary agencies are equally prone to fall 
into this error. In many cases the erection of a small local 
hospital is just as much the desire to erect a monument 
as it is to provide for the nceds of the popylation. 

Motor transport has annihilated distance, and a mile 
or two further is a small matter in these days, contrasted 
with what it was in the old days of the horse-drawn 
ambulance. The central authority might map out a scheme 
of hospitals for Scotland, arrange for the small cottage 
hospital in rural districts to be linked up with the large 
hospitals in the city, and ensure that at every small 
hospital motor transport is provided for the rapid transit 
of serious cases to a central hospital. 

Hospital treatment is very largely a matter of specializa- 
tion, and only in the large centres, such as the cities, do 
we look for medical men who have specialized in particular 
branches of medicine or surgery. The rural hospitals 
would require to depend very largely on the services of 
the local practitioners, and, efficient as such local practi- 
tioners may be, their knowledge and skill can scarcely be 
expected to equal that of specialists attached to the 
central hospital who are dealing daily with the diseaso 
in which they have specialized. 

A branch of hospital work on which I have scarcely yet 
touched is that of the observation ward for the treatment 
of incipient cases of insanity. Glasgow provides in the 
Eastern District Hospital 80 beds and in Stobhill Hospital 
120 beds for the treatment of such cases. Unless the case 
is known to the inspector of poor or to the certifying 
medical officer as one of recurring insanity, which has 
already been treated in a mental hospital, no patient is 
sent to such an institution without a probationary period, 
which may extend in some cases to six months, in the wards 
of one of these general hospitals. The patients themselves 
show little or no aversion to going to a general hospital, 
but, wereethey told they were being removed to a mental 
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hospital, their reluctance would probably be very forcibly 

wn. During the past year there were treated in the 
Eastern District Hospital 650 cases, and the number of 
recoveries without certification and without removal to 
mental hospital was 271. In Stobhill the results were 
even more satisfactory, the figures being 534 receptions and 
340; recoveries. 

While these satisfactory results are largely due to the 
skill of the specialists to whose care the patients are 
entrusted, it is also a fact that, except in the few places 
where such wards have been provided, patients suffering 
from mania accompanying or following pneumonia, puer- 
peral fever, or alcoholism are certified ‘‘ lunatic’? and 
removed to a mental hospital, with the attendant notoriety 
and loss of self-respect on recovery. If hospitals were 
erected at convenient centres throughout Scotland, observa- 
tion wards could be attached to each, and, in all probability, 
voluntary patients would much more readily attend there 
than they do at present in mental hospitals. 

The creation of a hospital service for the whole country 
would probably have the effect of drying up much of the 
charity which at present flows to voluntary hospitals. By 
many this would be greatly deplored, but if some scheme 

*can be devised whereby the cost of hospital service falls 
more nearly on ability to pay, there need be no great 
lamentation over the loss of charitable funds. The com- 
munity in general is quite able to support an efficient 
hospital service, and if a system can be devised whereby 
those able to pay are called upon to do so, it will probably 
prove to be a fact that such a scheme would be welcomed 
by the very persons who at present contribute voluntarily, 
since they would know the extent to which they were 
morally and legally liable to subscribe. 

At the present time nearly all the workmen employed 
in industrial concerns leave a portion of :their wages, 
amounting usually to threepence a week, as a hospital 
contribution. In theory this is supposed to be voluntary, 
but, in effect, it is as much a tax as is their national 
health insurance contribution. To the individual with an 
income approximating £3 a week, threepence a week is 
quite a serious matter; much more serious than sixpence 
a week is to the person who enjoys a weekly income of 
£6; and very much more serious than a contribution of 
£100 a year is to the person with an annual income of 
£5,000 or £6,000. : 

The imposition of a tax based on the assessable value of 
the hospital area may not be exactly just, and may not get 
at the people who are most able to pay, but it is a known 
method of collection, and might easily be made an addition 
to the public health rate, against which there is at 
present very little complaint. 

The system of imperial grants needs a radical rearrange- 
ment. At the present time Poor Law grants are block 
grants for Scotland, distributed on a basis of expenditure 
—that is to say, for the medical relief and trained sick 
nursing a sum of £20,000 is available, and this was, at one 
time, distributed according to the proved expenditure of 
each parish council, but in 1915-16 and in subsequent 
years, to obviate the necessity for yearly calculations, the 
basis of distribution was stereotyped. For many years 
prior to stereotyping, Glasgow, through the extension of 
hospitals and what was, in contrast to the other parochial 
authorities, a very superior hospital and nursing service, 
laid claim to and was paid almost all of the grant. 

Imperial grants are intended to encourage the creation 
of a particular service, and after the service has been 
established and is a proved necessity the claim for imperial 
assistance largely vanishes. Glasgow cannot be said to be 
@ necessitous area in so far as it is unable to bear the cost 
of hospital service, and a method other than the present 
might well be adopted for tho allocation of the grant. 
In fact, if some standard of efficiency could be devised, the 
central authority might make payment of a grant or 
reward for attainment to this standard, and so encourage 
the managers of hospitals in local areas to be more pro- 
oe in their provision of hospitals, equipment, and 
staff. 

Since. the inception of the National Health Insurance 
Act, with the payment to panel practitioners of a yearly 
sum for each person whose name appears on their vend, 


medicine. 


the claims on hospital accommodation have been materially 
increased. This 1s especially marked in the Poor Law hos- 
pitals of Glasgow, and evidence can be adduced to show 
that, in some instances, a panel practitioner who is likely 
to be called on to give personal service for a protracted 
period encourages patients who might quite well be treated 
in their own homes to apply for and accept institutional 
treatment. The voluntary hospitals are able to guard 
themselves against this imposition, but where the patient 
could command hospital treatment, as would probably be 
the case under the system which has been advocated of a 


‘hospital service for Seotland, there should be some standard 


of necessity for institutional, as against domiciliary, treat- 
ment, and an officer whose duty would be the dis- 
crimination of treatment of patients would require to be 
appointed. This should not be an insuperable task, as 
some of the Poor Law hospitals, particularly those of 
Birmingham, already accept patients from general practi- 
tioners without the necessity of application being made 
in the first instance to the central office of the Poor Law 
authority. Where such a system can be efficiently worked 
it is undoubtedly to the advantage of the patient, but it 
involves a co-operation between the officers of the Poor 
Law authority and the general practitioners, and it also 
involves the adoption of a policy which hitherto has not 
been enunciated in Scotland. 

Where institutional accommodation is provided it invari- 
ably brings with it an increased demand, and to the 
central authority should be entrusted the task of framing 
a scheme for deciding which class of patients may be 


received and which class of patients may safely be left — 


for treatment in their own home. The Board of Health 
is already undertaking this duty so far as_ encephalitis 
lethargica is concerned, and, while what is advocated will 
be a very much larger task, it should not be in any way 
beyond its ability. 

The extension of hospital service will carry with it the 
creation of institutions for the care of incurables. At 
present the voluntary hospitals rid themselves of this class 
by passing them on in large numbers to the Poor Law 
institutions, which are left with a great many chronic 
patients who have no hope of ultimate cure, but whose 
condition requires nursing and attention. 

An extension of convalescent homes would also prove of 
immense value, and if the patients can be persuaded to 
accept two or three weeks’ treatment in a convalescent 
home after recovery from a serious operation, the advan- 


tage both to the patient and the community would more 


than repay the outlay involved. 


Discussion. 

Sir Henry Kertn (Hamilton) thought that Mr. Easen’s 
proposal that voluntary hospital managers should have the 
predominant share in administering a hospital service 
might be expedient where the volurtary hospital was 
recognized locally as the outstanding agency for remedial 
But it would not be suitable in every adminis- 
trative area. He believed that in the end the public health 
authorities were more likely to be the predominart partner. 
Hospital cases should be divided into those to be dealt 
with by public health authorities and those suitable for 
philanthropic treatment. The training of students, being 
work of national importance, should not depend solely upen 
the efficiency of hospitals supported by voluntary effort. 
The higher cost per bed in teaching hospitals justified 
claim for State grants. The State was gradually imposing 
more clinical work upon municipalities, necessitating 4% 
closer co-operation of these authorities with existing volun- 
tary hospitals. Sir Henry Keith thought that the develop- 
ment of transport facilities favoured the development of 
small institutions, without a full-time medical staff, since 
access to special departments in populous centres became 
easy. He quoted figures from reports on the cost per 
patient in voluntary hospitals in England and Scotland, 
to show that Mr. Reynard was in error in suggesting that 
large institutions were more economical than smaller 
hospitals. Scotland had, proportiorately, many more beds 


-in voluntary hospitals than England. This might be due. 


to the Scottish municipalities having no statutory authority 
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for establishing general hospitals. Sir Henry Keith hoped 
that voluntary hospitals would be left to pursue their 
beneficent work unhampered; that if financial insufficiency 
arose the public health authorities should be enabled to 
come to the assistance of well equipped voluntary hospitals; 
and that if they did so there should be some representation 
of the ratepayers on the management of the hospital. In 
proportion to the financial instability of the institution, 
the public health authority would gradually assume control. 


Dr. J. P. Krynocn (Aberdeen) described the taking over 
from the parish council, free of charge, of the Poor Law 
hospitals by the town council of Aberdeen. These hospitals 
now functioned as modern municipal hospitals. It had 
been found essential.to secure co-operation with the volun- 
tary hospitals and with the University medical school. All 
the voluntary hospitals were. now being transferred to a 
commen site, whereon would be established new university 
departments of medicine, surgery, midwifery, and patho- 
logy. Co-operation was to be effected by obtaining for the 
municipal hospitals the consultative services of the pro- 
fessors of medicine, surgery, and midwifery, and offering 
to the University medical school the freest access to the 
municipal hospitals for teaching and research. Unifica- 
tion of administration was not required. Dr. Kinloch 
thought it quite unnecessary for the medical personnel to 
take sides in discussing the spheres of action of two lay 
administrative bodies. The medical personnel should be 
content if all its reasonable requests were granted. Fever 
hospitals should be more fully used in the clinical instruc- 
tion of students, especially now that an increasing variety 
of acute medical cases was being admitted to these institu- 
tions. A third of the work of the general practitioner 
was concerned with acute infections, and these could only 
be studied in fever hospitals. 


Parish Councillor A. D. Donatp (Edinburgh) stated that 
the problem was not raised by present-day .parish council 
administration, which was undoubtedly successful and 
generally approved. The two hospitals in Edinburgh were 
highly efficient and fully equipped. Too much was being 
made, on the one hand, of the prejudice against entering 
a Poor Law hospital, and, on the other, of the feeling in 
favour of the continuance in its present form of the volun- 
tary hospital. If there was so much difficulty in carrying 
on voluntary hospitals, he thought that the management 
should be given over to the municipality. 


Dr. H. B. Brackensury (London) said that the general 
practitioner must not be overlooked. The Representative 
Body had this year again drawn attention to the fact 
that both the hospitals and the public health authorities 
had, perhaps inevitably, been encroaching on the sphere 
of private practice, and the last thing that was desirable 
was that they should combine for the purpose of making 
these encroachments more extensive. In this regard the 
practitioner was concerned not merely with the narrowing 
of his field of practice, but with securing adequate treat- 
ment for his patients, and with maintaining his own 
efficiency and that of his successors in the profession. To 
this end two things at least were essentiol: (1) the group- 
ing of hospitals, (2) the admission of the general practi- 
tioner to the observation and exercise of such forms of 
hospital practice as he could properly undertake. On the 
one hand the teaching hospital must freely admit all types 
of case to some extent, and must have grouped with it 
institutions for post-operative treatment, for convales- 
cents, for chronic cases, and for incurables, because for all 
these classes of case the general practitioner would be 
almost wholly responsible, though not for these alone. 
On the other hand, with the large provincial general 
hospital must be grouped the smaller hospitals within a 
suitable area, the work of these latter being in the hands 
of general practitioners. Dr. Brackenbury thought that 
the total shortage of hospital beds would not be found to 

quite so great as had been stated if there were proper 
grouping, and if there were a confinement of institutional 
treatment to those classes of case which could not be 
dealt with in other ways. In the present transitional 
period it was desirable, at least until the needs had been 


more closely determined, that neither of these two grouns 
of hospitals should be too rigidly organized, or that their 
relations with the local authorities should be quite fixed, 
They might well remain under voluntary management by 
experienced boards such as those which now managed the 
central hospitals of such groups, work dono for the public 
authority being paid for at agreed rates year by year. 


Sir Norman Waker (Edinburgh) said that any amount 


of co-operation—much legal, some illegal—was already: 


going on. He recalled a statement from an American 
source that the more teaching there was in a hospital, the 
better the treatment of the patient. The doctor must 
gain his knowledge from the chronic case. If two senior 
assistant physicians were seconded to the parish council 
hospital, and returned to the Royal Infirmary when their 
time came to be senior physicians, co-operation would be 
effected. Provision for incurable cases was inadequate. 
Something like grading of cases would be useful, as it was 
not fair that certain operations should be performed in 
cottage hospitals. 


Dr. DrumMonp Surets, M.P. (Edinburgh), said they had 


to face the fact that there were heavy waiting lists in the 
voluntary hospitals involving lack of urgently required 
medical and surgical care for large numbers of people. 
Many of these hospitals were also badly equipped. The 
voluntary system had done a great and beneficent work, 


but flag days and student stunts were not desirable ways. 


of making provision for the sick in the community. He 
had no particular objection to them for supplementary 


purposes, but the preservation of efficiency should not have © 


to depend on them. The voluntary principle had been 
modified in many directions. In Edinburgh Royal In- 
firmary the annual income was £130,000, of which £35,000 
was got by a voluntary levy on workmen, the money being 
deducted from their wages each week. If the community 
believed that hospitals were necessary, it did not matter 
whether the necessary money was handed to a collector 
on the street or paid with the rates. Municipal isolation 
hospitals were generally efficient, and there was every 
reason to believe that general hospitals under the same 
management would be equally efficient, and not starved 
as many of them were at present. The position of medical 
staffs would not be essentially different from the present 
arrangements, except that the resident posts would have 
reasonable remuneration, which would enable teaching 
schools to have at their command promising juniors who 
were at present often lost. In the smaller hospitals, 
general practitioners should be employed when possible 
as part-time medical officers. The fact must be frankl 
faced that in the evolution of things some form of muni- 
cipal hospital was inevitable. 


Dr. A. 8. M. Macerecor (Glasgow) criticized Mr. Eason’s 
proposal to hand over the administration of hospital 
services to voluntary hospital managements. He thought 
that no such body would be able to visualize the whole 
needs of a city. He asked what would happen if such 
a body failed to concentrate upon some of these needs. 


Dr. (London) believed that there 
were in infirmaries 20,000 beds empty in the winter 
mouths and 30,000 in the summer months. - It would be 
better to cquip and maintain such infirmaries adequately 
rather than build new voluntary hospitals at -great expense. 
Voluntary associations should no longer be allowed to put 
up specialist hospitals wherever they pleased. In London 
it was possible to find several specialist hospitals in the 
same street with a big general hospital. It had been stated 
that 7 beds per 1,000 of the population were required 
in this country, but in Copenhagen the number was as high 
as 8.3. In the large municipal hospital at Amsterdam all 
types of diseases were housed under the same roof, thus 


promoting economy and efficiency in administration. She. 


i see why money derived from municipal sources 
auld badly p and thought that some form of 
democratic representation on the management boards of 
voluntary hospitals would have long ago protested at 
deficiencies such as the lack of maternity beds. Insured 
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persons should not be required to.pay a double levy in the 


form of a hospital contribution in addition to their national 
health insurance. She deplored the amount of time and 
energy spent in organizing hospital carnivals, and in raising 
money in other even less reputable ways in aid of the 
voluntary hospital system. 


Dr. A. Manxveti (Bradford) thought that the teaching 
centres had received more than their share of the discus- 
sion, to the exclusion of large centres of population where 
there was neither university nor medical school. By way 
of illustration he gave some account of the existence side 
by side in a large industrial centre of voluntary hospitals 
and a large municipal hospital. Here there were 142,900 
insured persons in a total population of 289,000—almost 
59 per cent. The Royal Infirmary had a waiting list, and 


the municipal hospital received both civic and Poor Law 


patients. There were also a children’s hospital, the Royal 
Eye and Ear Hospital, and a cancer home, all on a volun- 
tary basis. The municipal hospital, springing out of the 
war hospital and Poor Law infirmary, undoubtedly filled 
a gap, but there was great faith in the voluntary system, 
which was not regarded as being in any way played out; 
in fact, there was an appeal proceeding for a large sum of 
money te erect an entirely new Royal Infirmary, and 
building was soon to be commenced. 


Mr. Eason, in reply, said that the discussion had been 
very interesting, and only showed how important it was 
that the far-reaching consequences of Mr. Neville 
Chamberlain’s proposals should be thoroughly considered 
by all who might be concerned. Tt was also quite clear 
from the discussion that, as he had indicated im his paper, 
a uniform system would not be suitable for every town or 
every district, and that he, in his paper, was speaking 
for London and London alone. He also wanted to make it 
clear that he was net holding a brief for the voluntary 

. He was merely speaking, as he had been requested 
to do, on the relationship of the State and the municipali- 
ties te the voluntary hospital system, should the voluntary 
hospitals continue as such. It might be, as he had 
suggested in his paper, that sooner or later the voluntary 
hospitals would disappear and be replaced by State institu- 
tions. If and when such a change did come, his sincere 
hope was that the State hospitals would prove as efficient 
and popular as other State institutions—for example, the 
post office telephone system. 


Mr. M. A. Reynarp doubted whether the small and 
cheaply run hospitals advocated by Sir Henry Keith could 
show, the same competence and efficiency in the medical and 
nursing staffs as the larger institutions. 


ACUTE PNEUMONTA IN FARLY CHILDHOOD, 


1,.—INCIDENCE AND MORTALITY OF THE DISEASE 
IN EARLY INFANCY.* | 
BY 


CHARLES McNEIL, M.D., F.R.C.P.Ep., 
Physician, Royal Edinburgh Hospital for Sick Children. 


In opening this subject of acute pneumonia in children 
I propose to dwell! on one or two of its general aspects, 
which I hope may lead to further discussion. The subject 
is a wide one, and has, of course, many other aspects and 
points of interest; seme of these, no doubt, will be dealt 
with by subsequent speakers. 

The great frequency of the disease in the wards of 
children’s hospitals allows the presentation of a great 
number. of cases, and many large statistical surveys have 
been made. Those of Dunlop, compiled in the Edinburgh 
Children’s Hospital, and of Helt in New York, are well 
known and much quoted. For the purpose of this dis- 
cussion I wish to use a series of my own cases, a total 
of 558, of acute pneumonia admitted to my ward during 
six and a half years. In the following tables I have 


*The opening paper of a <liscussion in ‘the Section of Diseases of 


Children at the Annual Meeting of the British Medical Association, | 


Edinburgh, 1927. 


arranged these figures in a particular way in order to 
bring out certain facts as to pneumonia whieh seem to be 
worthy of consideration and discussion. In this study cf 
pneumonia my two colleagues at the hospital, Dr. Agnes 
Macgregor and Dr. W. A. Alexander, have been associated 
with me, both in clinical examination of special or typical 
cases and in discussion together; they have also made 
themselves specially responsible for the pathological investi- 
gations, both as regards morbid anatomy and microscopic 
studies. We have also had the assistance of Lieut.-Colonel 
W. Glen Liston in bacteriological investigations of a eon- 
siderable number of cases, both during life and after death, 

Before giving the two tables of figures, one or two 
explanations of them may be made. I have grouped 
together all cases of acute pneumonia, not making the 
usual division inte lobar and broncho-pneumonia. The 
reasons for this will be given later in discussing the clinical 
and the pathological differentiation of these two classical 
types of pneumonia. Also, while giving in a separate list 
the cases of empyema admitted to my ward during the same 
period, I have in the third column of each table added 
the figures of empyema to those of pneumonia. Practically 
every case of empyenia follows pneumonia, and it seems to 
me that any statistical survey of pneumonia is incomplete 
without inclusion of empyema. These figures of empyema 
include some cases discovered only after death, even where 
the effusion was small and the pneumonia massive and 
acute; they also include one or two cases of small non- 
purulent pleural effusion containing pnewnococci and asso- 
ciated with definite pneumonia. They therefore represent 
as completely as is possible a list of cases of pneumonia 
complicated by inflammatory pleural effusion. 


TABLE I.—Cases of Acute Pneumonia in the Bathgate Ward of the 
Royal Edinburgh Hospital for Sick Children, 1920-1927. 


pow Groups 
Empyema. cu neumonia 
Pneumonia. plus Empyema. 
Age Period. 
Deaths .| Deaths 
Cases. | per cent.| | per cent.| | per cent. 
First year °... ‘i 110 40.0 9 77.7 119 42.8 
l2years ~.., 146 185 14 42.8 160 20.6 
4 na | 7 11.4 
4.0 4 | 500 | 6.2 
5-12 ,, . 95 1.0 25 4.0 120 1.6 
Total—Birth to | 497 16.7 61 26.2 558 17.9 
12 years 
TaBLE II. 
2 mpyema. cute Pneumon 
Pneumonia. plus Empyema. 
Age Period. 
| Deaths Deaths Deaths 
Cases. ner cent., | per cent. Cases. | ner cent. 
First2years ...| 256 27.7 | «23 | 565 | 279 | 30.1 
2I2years .. ..| 241 | 5.0 38 10.5 279 5.7 


The first table, giving the numbers of cases of pneumonia 
and empyema at successive age periods from birth te 
12 years, makes clear two facts as to pneumonia, already 
well known: the very high death rate in the first two years 
(42.8 and 20.6 per cent.), falling rapidly thereafter to & 
quite low figure after five years (1.6 per cent.); and also 
the less striking but still definite fall in the frequency of 
acute pneumonia after the first two years. Although 
empyema is outside our present discussion, two points seem 
to be suggested by a comparison of the figures of pneumonia 
alone and of pneumonia plus empyema. The death rate 
in the complete group of pneumonia plus: empyema is not 
greatly higher than in that of pneumonia alone. In the 
first two years the figures no doubt show a much higher 
death rate for empyema than for pneumonia, but this may 
well be explained by the severity of the accompanymg 
pneumonia at this period. The figures, therefore, support 
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the statement that has been made in recent discussions on 
empyema—that in this disease the death rate is largely 
determined by the severity and extent of the underlying 
pneumonia, and by the age of the child. Also this series 
of figures sugests that empyema is a commoner complication 
of pneumonm after five years than before—l in 5, as 
compared with 1 in 10. 

The second table is constructed to emphasize the fact 
that the mortality and frequency of acute pneumonia, 
including empyema, are much greater in the first two 
years of life than in the succeeding ten; there being an 
equal number of cases (279) in these very unequal age 
periods, and strongly contrasted death rates of 30.1 and 
5.7 per cent. The rate of death in pneumonia plus empyema 

in this series of 558 
DEATH RATES IN ACUTE PNEUMONIA) cases from birth to 

AT QUFERENT AGE PERIOOS | twelve years may he 
AGE PERIOD put in another way, 
__ UNDER 2 YEARS | 2-5 YEARS | J-l2 YEARS equally striking. 

70 There were 100 


CASES Cases \ Cases deaths in all: of 


these, 84 occurred 
279 199 |. 120 under 2 years (279 


cases); 14 from 2 to 
5 years (159 cases) ; 
and only 2 over 
5 years (120 cases). 
These figures give 
percentages of 30, 9, 
and 1.5, as shown 
in the accompanying 
diagram, 

This large conseeu- 
tive series of cases of 
acute pneumonia in 

children _ indicates, 
Q therefore, two im- 

portant facts about 
the disease: that it is more common and far more deadly 
in the first two years of life than in the succeeding years 
of childhood. These facts suggest an obvious question: In 
these cases of fatal acute pneumonia; what is the prevailing 
pathological type, lobar pneumonia or broncho-pneumonia ? 


S 


FERCENTAGE DEATH RATE. 


Losar PNEUMONIA AND BRONCHO-PNEUMONIA, 

The general and accepted teaching is that broncho- 
pneumonia is much commoner and also much more fatal in 
the early years of childhood. But the figures given as to 
the comparative frequency of these two types of pneumonia 
vary widely, and these figures are based on clinical criteria 


* which either vary a good deal or are vaguely stated. The 


statement is also frequently made that pest-mortem exam- 
ination often shows one type where the clinical examination 
has suggested another. Yet in medical textbooks, and 
in the clinical statistics referred to, no authoritative state- 
ment is made as toe the frequency of the two types, lobar 
pueumonia and broncho-pneumonia, as shown by a large 
series of post-mortem examinations. Dr. Agnes Macgregor 
has. investigated this point in 100 cases of fatal pneumonia, 
and her results give an accurate idea of the parts played 
by lobar pneumonia and by broncho-pneumonia in these 
fatal cases. 

For the purpose of my contribution to the discussion 
I will anticipate her results only so far as to say that in 
fatal cases lobar pneumonia as compared with broncho- 
pneumonia is a rare disease. It is broncho-pneumonia 
which is the death-producing type in the first two years of 
childhood. But it need not follow that this proportion 
also obtains in the cases of pneumonia that recover. 


Pathological Characters. 

It will be useful here to outline briefly the pathological 
features of these two types of pneumonia. If the patho- 
logical features can be clearly distinguished, we are more 
likely to obtain satisfactory clinical methods of recognizing 
them. The terms “lobar pneumonia” and “ broncho- 
pneumonia ”’ are unsatisfactory, but until better enes are 
adopted they must serve. 

Lobar pnewmonia, as a pathological process, is the simpler 
type. As a result of inflammation a fibrinows exudate is 


poured out into the alveoli, but, at this stage and later, 
the framework of the lung, including the bronchial walls, 
seems to be undamaged. At the crisis a rapid resolution 
of the alveolar exudate takes place. In children there 
is a great variation in the extent of consolidation, and in 
many cases only a small portion of a lobe is involved, while 
in not a few clinical examination can detect no area of 
consolidation. For this reason alone the term lobar is 
unsuitable; we would suggest that ‘‘ alveolar pneumonia ”’ 
is a more accurate description of the pathological process, 
and explains better its clinical course. 

Broncho-pneumonia is a more complicated process, and 
also shows much variation in the extent and nature of the 
morbid changes. Here, in addition to a varying type of 
exudate in the alveoli and bronchi, the interstitial frame- 
work of the lungs—the bronchial and alveolar walls—shows 
inflammatory change. It is usual to make a broad division 
into primary broncho-pneumonia where the process is sup- 
posed to begin within the lung, as does lobar pneumonia, 
and secondary broncho-pneumonia where it follows 
bronchitis, as in influenza, measles, whooping-cough, etc. 
In either case interstitial inflammation is an essential and 
important feature of the process. We would suggest that 
‘interstitial pneumonia”’ is a better term than “ broncho- 
pneumonia,’ for it is this interstitial inflammation 
which determines the longer course of the disease, its 
greater immediate danger of extensive and fatal spread, 
its greater risk of permanent damage to the lung tissues in 
fibrosis, bronchitis, and bronchiectasis. The term ‘“ inter- 
stitial broncho-pneumonia’’ has already appeared im 
medical and pathological textbooks to describe certain 
special types of broncho-pneumonia secondary to measles 
and influenza. Interstitial pneumonia seems a suitable 
term to describe all cases of broncho-pneumonia. 


Clinital Features. 

Many points are given which may enable us to distin- 
guish in life these two types of pneumonia—lobar (alveolar) 
pneumonia and broncho-pneumonia (interstitial). Thus 
in broncho-pneumonia we are said to have a_ slower 
onset; an antecedent bronchitis with cough; prominence 
of cough throughout; cyanosis and more difficult breath- 
ing; a less regular and sustained febrile curve; evidence 
of widely dispersed consolidation and catarrh of the 
lungs; a longer duration of illness; a slow resolution. 
Lobar pneumonia is distinguished by its sudden and severe 
onset; its high sustained fever; its short course of a 
week or little more; the limitation of consolidation to 
one area; the dramatic termination of fever by crisis; the 
rapid resolution of inflammatory products. But some of 
these distinguishing signs may fail, or may appear in a 
contradictory way. I would suggest that the cardinal 
differential signs between these types of pneumonia are 
only two: the’duration of fever and the rapidity of 
resolution—long fever and slow resolution in broncho- 
pneumonia, short fever and rapid resolution in lobar 
pneumonia. Fever and consolidation persisting over a 
period of two weeks may be taken as indicating broncho- 
pneumonia. None of the other poimts mentioned are 
diagnostic. 


Confluent Broncho-pneumonia and Chronic Pneumonia, 

In spite of much variation in the clinical features, the differ- 
ential diagnosis of lobar pneumonia and broncho-pneumonia. 
is not difficult in many cases. But there is one clinical type 
of broncho-pneumonia which is not uncommon and which 
presents difficulty—namely, where there is extensive con- 
solidation limited to one area of the lung; this is the type 
sometimes described as ‘‘ confluent bronche-pneumonia.”’ 
Such cases, showing clinically an extensive pneumonia in 
one lung and the other apparently healthy, if they die in 
about a fortnight, are apt to be diagnosed as lobar 
pneumonia ; yet autopsy shows a massive broncho-pneumonia 
on one side, and generally also small scattered areas of 
pneumonia in the other lung which seem to be of more 
recent date. These cases of rapidly fatal confluent broncho- 
pneumonia are, I think, specially frequent in the first 
year of life; they are usually accompanied Sy early 
empyema. In no way—neither in the manner of onset 
nor in their clinical features and physical signs—can they 
be distinguished in life from lobar pneumonia, 
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We have seen that the pathological process in broncho- 
pneumonia has a longer course than in lobar pneumonia. 
Therefore if the child survives, broncho-pneumonia is a 
more chronic disease than lobar pneumonia, and the 
course of a recovering broncho-pneumonia may extend over 
months. We are all familiar with such cases, both of 
primary and secondary broncho-pneumonia; they are, 
indeed, cases true to their type, both in their long course 
and the disseminated character of the pneumonia. But 
there is also a definite and not small group of cases of 
localized and chronic pneumonia; these are various!y named 
unresolved, subacute, or chronic pneumonia, and they are 
generally classified as belonging to the lobar type. May 
they not rather be regarded as cases of broncho-pneumonia, 
similar to, but less severe than, the fatal cases of massive 
or confluent broncho-pneumenia just described, and where 
a primary broncho-pneumonia has spread locally and has not 
assumed its usual disseminated character? The following 
case is an example of this kind. 

A female infant, aged 8 months, was admitted to hospital on 
November 1st, 1925, with a history of cough and slight malaise 
for two weeks, and of difficult breathing and prostration for 
two days. For the next two months she had intermittent bouts 
of fever, with signs of pneumonia first in left lower and then in 
right lower lobe, and followed by resolution. A third area of 
pneumonia then appeared in the right upper lobe and slowly 
extended over the whole right lung. In March, 1926, a localized 
empyema was found in the right upper lobe and was treated 
successfully by repeated aspiration. Signs of resolution began in 
— four months after the onset of the last attack of pneumonia, 
and proceeded for two months, the lung clearing from base to 
apex. Thereafter convalescence was steady, with a little residual 
dullness at the apex, shown only on a-ray examination. The 
period of fever and consolidation of lung had lasted for eight 
months. 

This is an extreme case of chronic pneumonia with the 
additional complication of empyema. But in any large 
series of cases of pneumonia in children there will be found 
a definite group of this kind, where both fever and con- 
solidation persist for a long time, and where resolution 
is slow. 

I would, therefore, submit for discussion a statement that 
in cases where pneumonia has lasted more than two weeks 
the process is not confined to the alveoli, interstitial 
inflammation has taken place, and we are dealing with 
a process of broncho-pneumonia, however circumscribed or 
small the area of consolidation may be. 

Until clinicians are agreed on the clinical signs which 
distinguish these two types of pneumonia we must expect 
to have widely differing clinical estimates of their 
frequency. And for this greater accuracy of clinical dia- 
gnosis we need also to know more of the pathology and 
the bacteriology of broncho-pneumonia in children. Mean- 
time, it would be some advantage if we ceased to use such 
terms as lobar pneumonia and broncho-pneumonia, which 
do not convey to the mind accurate ideas of the morbid 
processes taking place in the lungs. After our decision as 
to the site and extent of pneumonia, instead of fixing this 
misleading label, we should rather try to determine the 
parts of the lung affected by the inflammation—bronchi, 
interstitial tissues, alveoli, pleurae. 


The Explanation of the Frequency of Broncho-pneumonia 
in Early Childhood, 

We have seen that the large majority of the deaths from 
acute pneumonia in children occur in the first two years 
of life (84 per cent.), and Dr. Macgregor will give figures 
to show that the type of pneumonia in the greater number 
of these cases at this age is that called broncho-pneumonia. 
Have we any satisfactory explanation why pneumonia, 
which is so frequent at this age and in the hospital class 
of children, tends so often to assume this fatal broncho- 
pneumonic type? That is a question which deserves 
examination, but which is difficult to answer. 

Does the explanation lie in a special bacterium or virus? 
Now the recent experience of the great camp epidemics of 
broncho-pneumonia following measles and infiuenza during 
the great war seemed to establish the connexion of certain 
types of broncho-pneumonia with certain kinds of bacteria. 
MacCallum particularly has taught that the nature of the 
organism might be predicted from the visible character of 


the lung lesions. It can hardly now be doubted that types. 


of broncho-pneumonia in the adult are produced by 
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different organisms from those that produce lobar pneu- 
monia. And in a considerable number of the cases of the 
present series of acute pneumonia in children, Colonel 
Glen Liston has found B, influenzae. Further bacterio- 
logical research in the broncho-pneumonia of children may 
well yield important results. 

But whether the causal organism be pneumococcus or 
streptococcus or influenza bacillus, it seems difficult to 
explain by bacterial agency alone the fact of the high 
mortality and frequency of the disease at a special age 
period. Among other possible factors, the mysterious 
but powerful influence of constitution may play an im- 
portant part. By constitution is meant the inherent 
nature of the lung tissues at this carly age, rendering 
them prone to bacterial infection, and favouring also this 
interstitial type of inflammation which we call broncho- 
pneumonia. ‘This is no new theory. It is also not a 
question of special inherited diathesis, but of the natural 
‘** disposition ’’ or constitution of the human body at 
this age. This constitution varies with age, and its 
various manifestations are to be seen both in the differ- 
ing states of health and the changing reactions of disease 
at different ages of human life. Growth is rapid in 
the infant; it becomes slower in the child; in adult 
man it has ceased. ‘The lymphatic system, the pulse rate, 
the whole system of nutrition and metabolism, change as 
life proceeds on its course from infancy through child- 
hood. This changing constitution finds equal expression 
in disease. Cancer is common at 50 years of age, and rare 
at 5. Rheumatic infection does not plant itself in the body 
of the infant and young child; in the child of 5 it secures 
a hold, but produces a type of disease reaction very 


different from that in the adolescent. So it may be that | 


the common agent of pneumonia in man, the pneumo- 
coccus, tends to produce in the lungs of the youngest 
children a type of inflammation which we call broncho- 
pneumonia; that this tendency definitely weakens after two 
years, but is still evident until later childhood, say five 
years; and that after this age the reaction changes to the 
extensive alveolar exudation with little or no interstitial 
inflammation which we call lobar pneumonia. 

But this influence of a natural age constitution is not 
sufficient. For pneumonia is rare in healthy and well 
cared for children of any age. There must also be a 
deterioration of living function produced by bad environ- 
ment and hygiene, and the influence of climate and 
season also comes into play. 

It is therefore apparent that the problem is a complex 
one in which there is the intricate play of many factors. 
At present we are not able to say definitely what these 
factors are, and what is their relative importance. But 


the high death rate and the frequency of broncho-pneu- _ 


monia in the first two years of life make it a subject 
worthy of study and discussion, and it is particularly by 
further study of its pathology and bacteriology that we 
may hope to gain more knowledge of the disease and more 
control over it. 


Il.—PATHOLOGY OF ACUTE PNEUMONIA IN 
EARLY CHILDHOOD. 
BY 


AGNES R. MACGREGOR, M.B., Cu.B., 
M.R.C.P.Ep., 
Assistant to the Professor of Pathology, University of Edinburgh. 


DIFFERENTIATION between lobar pneumonia and_ broncho- 
pneumonia by pathological examination in fatal cases is 
usually a matter of no great difficulty, for most cases exhibit 
well defined features which enable them to be placed in 
one or other of these two classes. Occasional cases, how- 
ever, possess atypical characters and present difficulty in 
classification. 
Definition of Terms. F 

The term “lobar pneumonia” is applied to cases im 
which there is a circumscribed area of lung tissue com- 
pletely and uniformly consolidated. The area may be of. 
the extent of one complete lobe, or more, or less. Scattered 
patches of pneumonia in addition to the main area are 
absent. Bronchitis is usually little in evidence. : 
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The term ‘‘ broncho-pneumonia ” is applied to cases in 
which pneumonia occurs in patches surrounding bronchi 
and bronchioles, either without or with confluence; the 
latter may lead to massive consolidation of parts of the 
lungs. Inflammation is more intense in alveoli closely 
related to bronchi. The bronchi themselves are much 
inflamed. 

Differences in the character of the exudate are of small 
value in distinguishing the types. While as a rule the 
exudate of lobar pneumonia is more fibrinous and that of 
broncho-pneumonia richer in cells, this difference is not 
constant. 

Incidence of the Types. 

The incidence of the types in 100 consecutive cases of 
pneumonia in children examined post mortem at the Royal 
Edinburgh Hospital for Sick Children was as follows: 

Lobar Pneumonia.—This group was represented by 
11 cases, of which 8 were typical, 3 being somewhat 
atypical but possessing chiefly the features of lobar 
pneumonia. Of the 11 cases 3 were bilateral. The eldest 
patient was 43 years of age,. the youngest 6 months; the 
average age was 17 months. Six were under 1 year; 
3 between 1 and 2 years. . 

Broncho-pneumonia.—This group was represented by 
89 cases, of which 3 were somewhat atypical. Of the 
89 cases 79 were bilateral; in 11 of these one of the lungs 
was relatively slightly affected, and in 68 the disease 
was extensive in both lungs; 69 showed massive confluence 
in one or more lobes; 20 showed no confluence in any 
considerable area. The eldest patient was 6 years of age; 
the youngest 3 weeks; the average age was 14} months. 
Forty-three were under 1 year; 29 between 1 and 2 years. 

These figures show that in a series of fatal cases: 
(i) 81 per cent. of all the cases were in children under 
two years of age; (ii) 89 per cent. were cases of broncho- 
pneumonia; (ili) 89 per cent. of the cases of broncho- 
pneumonia were bilateral, while less than one-third of the 
cases of lobar pneumonia were bilateral; (iv) 77.5 per cent. 
of the cases of broncho-pneumonia were of the confluent 
type and exhibited massive consolidation in at least one 
lobe. This is an outstanding difference between broncho- 
pneumonia in children and in adults, confluent consolidation 
being relatively uncommon in the latter. It is important 
from the clinical point of view, as it introduces a difficulty 
in differential diagnosis during life. 

At autopsy confluent broncho-pneumonia is distinguished 
from lobar pneumonia chiefly by the following features: 
(1) The massive airless portion is usually of less uniform 
consistency in broncho-pneumonia, and is produced by a 
combination of consolidation and collapse. (2) On section 
its appearance is not uniform; it shows mottling, usually 
yellow, around the bronchi. (3) Usually it is defined less 
sharply than is the case in lobar pneumonia, and shades 
off into indefinite patches at the edges. (4) In addition, 
discrete patches of broncho-pneumonia are present in other 
parts. (5) There is a more or less diffuse acute bronchitis. 

A fact which ought to be emphasized is that broncho- 
pneumonia, at least in fatal cases, is of very much more 
widespread distribution than the average fatal case of 
lobar pneumonia. Often lobar pneumonia is confined to 
one lobe of the five. Broncho-pneumonia, whether with or 
without confluence, usually attacks all five lobes; and the 
inflammation is at different stages in the various parts. 
The very extensive involvement of the terminal airways 
which results accounts for the severe respiratory embarrass- 
ment which characterizes the clinical picture of broncho- 
pheumonia. 

Microscopic Pathology. 

During the course of the research on which this communi- 
cation is based a series of cases has been studied with the 
aid of paraffin sections extending to a whole lung. These 
Sections can be examined under high powers of the micro- 
Scope, and they are of great value in the investigation of 
the distribution of inflammatory changes in various forms 
of pneumonia. The conclusions which are here stated have 

en drawn largely from a study of these sections. This 
study has revealed certain important differences between 

ar pneumonia and broncho-pneumonia. 

n lobar pneumonia, as seen in the human subject, the 
ary of the connective tissue framework and lymphatic 


' system of the lungs from inflammatory infiltration is a 


remarkable feature. There is no persistent lymphangitis; 
the inflammation is located in the alveoli, whose walls 
possess no lymphatics. The alveolar septa show congestion, 
oedema, desquamation of epithelium, but the exudate is 
peured out into the alveolar spaces, and the walls do not 
suffer disorganization. When recovery occurs the products 
of inflammation are removed by resolution. There is no 
occasion for a process of reorganization, which would bring 
about permanent changes in structure and inevitable 
disablement of function. 

In broncho-pneumonia it is usual to find a large amount 
of inflammatory infiltration of the substance of bronchial 
walls and of alveolar walls in the centre of pneumonic 
patches. In the area of an early lesion a bronchiole is 
present, with catarrhal contents in its lumen and inflam- 
matory infiltration in its walls and in the peribronchial 
lymphatics (in the severer cases the infiltrating cells are 
mostly polymorphs). This is surrounded by a group of con- 
solidated alveoli, whose walls are also infiltrated; and often 
infiltration of the walls seems to precede consolidation of 
the lumen, and extends beyond the edge of the consolidated 
patch. It is therefore evident that infection reaches these 
alveoli through the’ bronchus wall and along the alveolar 
septa, and not by continuity of lumen. Acute interstitial 
inflammation is an essential part of the process. 

There may be in addition, directly connected with this by 
continuity of lumen, consolidation in the terminal alveolar 
expansions of the central bronchiole. When there is con- 
fluence this is always present, but the interstitial inflamma- 
tion persists in the peribronchial zone, and produces the 
mottled appearance noted on naked-eye examination. 

Cases exhibiting acute interstitial inflammation and 
lymphangitis have been described by some authors as a 
special type, which they calk acute interstitial pneumonia. 
We have found it to be practically constant in our cases, 
and have come to regard it as the characteristic lesion of 
broncho-pneumonia. We believe that the cases described 
under this name are those in which interstitial inflamma- 
tion is particularly obvious and alveolar inflammation more 
or less in abeyance, but that the difference between these 
and ‘other cases is merely one of degree, and that the 
presence and importance of acute interstitial inflammation 
in all cases of broncho-preumonia have not been sufficiently 
recognized. 

In the involvement of the framework of the lung: 
lymphangitis plays an important part. In ordinary cases 
of acute broncho-pneumonia it appears as a crowding of 
lymphatic channels with inflammatory cells, sometimes 
causing enormous dilatation of the larger vessels. It begins 
in peribronchial: lymphatics, but soon spreads to _peri- 
vascular and septal lymphatics also, and extends gradually 
in progressive fashion to all parts of the lungs. 

We believe that the existence of progressive lymphangitis 
in broncho-pnetmonia accounts for the firm hold which the 
infection gains upon the lungs; and that the absence of it 
it typical lobar pneumonia favours rapid and_ perfect 
recovery from the effects of inflammation. 

Ti has, however, been claimed by Blake and Cecil’ that 
lobar pneumonia ‘experimentally produced in monkeys 
begins as a primary lymphangitis to which alveolar 
infiammation is secondary. Further, they state that this 
lymphangitis passes off with the onset of lobar consolida- 
tion of the alveoli. The application of this result to human 
cases has yet to be demonstrated, but if it be correct it 
would seem to follow that broncho-pneumonia results from 
persistence of the primary lymphangitis. 

The question arises whether all cases in which the features 
of confluent broncho-pneumonia are present at the time of 
death have possessed those features from the outset.” This 
is important in connexion with the problem of differential 
diagnosis of lobar pneumonia and_ broncho-pneumonia 
during life, and the difficulty of placing certain cases in 
one or other of the two groups. It seems not unlikely that 
the lymphangitis which leads to broncho-pneumonia might 
develop either from bronchitis or from a localized patch of 
primary pneumonia. In certain cases of localized pnew- 
monia of lobar type lymphangitis may supervene as a 
later development, and lead to a subsequent spread of 
inflammation throughout the lungs, after the manner of 
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broncho-preumonia. Such a case would be classed as 
confluent broncho-pneumonia at necropsy; and some fatal 
cases of primary pneumonia which clinically are thought 
to be lobar, but at post-mortem examination are found -to 
be confluent broncho-pneumonia, may perhaps be explained 
in this way. 

To sum up: we regard acute broncho-pneumonia as the 
result of progressive invasion of the lymphatic system and 
interstitial framework of the lungs by the infective agent; 
in other words, as the result of failure of the lymphatic 
apparatus to defend itself against invasion. 


Some Further Effects of Lymphangitis. 

It is widely recognized that broncho-pneumonia is more 
apt than lobar pneumonia to cause serious damage to the 
lungs, and to be followed by various undesirable results. 
‘Among the mest important of these are suppuration, 
bronchiectasis, and fibrosis of the lungs. Ail these may be 
directly attributed to effects of lymphangitis. 


1. Suppuration within the Lungs. 

As a development of broncho-pneumonia this occurs in 
two distinct forms. 

(a) Originating in bronchial walls, as a direct result of 
suppurative lymphangitis in peribronchial lymphatics. This 
seems to be not very uncommon in fatal cases. In our 
series it has been most often associated with empyema. 
We believe that the interference with lymphatic drainage 
which results from compression of the lung by a pleural 
effusion .definitely favours the development of suppuration 
in the lymphatics. _Suppurative lymphangitis, though 
most common in peribronchial lymphatics, may also cause 
diffuse suppuration along lymphatic paths throughout the 
lungs. 

(b) In some cases areas of necrosis are formed in the 
lungs, and in these suppuration proceeds apace and gangrene 
may supervene. The necrosis is often associated with, and 
appears to be caused by, septie thrombosis in the blood 
vessels; and for this perivascular Iymphangitis may be held 
primarily responsible. 


2. Bronchiectasis. 

This important occasional outcome of acute broncho- 
pneumonia is usually attributed either to the persistence 
of chronic smouldering inflammation in the bronchi which 
weakens their walls and leads-to dilatation, or-to fibrosis 
of the lung substance exercising traction upon them. 
Observations on certain cases among our series have 
served to throw some light upon the sequence of changes 
which results in bronchiectasis following acute broncho- 
pneumonia. 

' The earliest stages of the process are met with in cases 
of: severe broncho-pneumonia, with purulent bronchitis and 
particularly well marked. The acute peri- 
bronchial lymphangitis with associated inflammation of the 
bronchial walls leads to complete destruction of the whole 


- thickness of the wall in a part or the whole of the circum- 


ference of the bronchus. The destruction may extend to 
and involve some neighbouring alveoli. The result is the 
formation of a cavity whose lumen is surrounded by 
exposed alveoli, which are likely to be consolidated but are 
usually not in a state of suppuration. In fact, the cavity 
is often singularly clean-cut. Every vestige of the original 
structure of the bronchus wall—cartilage, muscle, elastic 
tissue—may disappear. If only a part of the circum- 
ference of the bronchus be affected, the rest of the wall 
remaining intact, the result is an irregular, somewhat 
saccular enlargement of the lumen. 

Later healing occurs in the walls of these cavities, b 
means of which a new bronchus wall is constituted. 
Granulation tissue springs from among the surrounding 
alveoli; the cavity comes to be enclosed by a layer of young 
fibrous tissue; epithelium surviving in neighbouring parts 
of the bronchus proliferates and clothes this fibrous wall 
with new epithelium, which is usually of a modified type, 
composed of low cubical cells. When the process of healing 
is complete the bronchus is reconstituted with a new wall 
composed entirely of fibrous tissue in which no remnant 
of the original structure is left, 


If tho initial acute process causes destruction of a cone 
siderable amount of tissuo there will be, when healing ig 
complete, an increase in the size of the lumen of affected 
bronchi—that is, the end-result is bronchiectasis. The 
conclusion to be drawn from this is that bronchiectasis 
following acute broncho-pneumonia is not always the result 
of a slow smouldering inflammation which leads to gradual 
dilatation, but is sometimes an acute and active process of 
excavation, followed by the formation of a new fibrous wall 
around a lumen which has been enlarged by actual loss of 
tissue. Obviously the new fibrous wall must lack the 
strength conferred upon the normal bronchus wall by its 
muscle and elastic tissue. Therefore there is likely to follow 
a gradual progressive enlargement of the lumen by dilata- 
tion; and even cases where there is at first no evident 
bronchiectasis are probably liable to develop it in course 
of time. 

. 3. Fibrosis of the Lungs. 


I do not propose to consider those cases in which fibrosis 


originates in the pleura. There is a group in which fibrosis 
of the lungs occurs after broncho-pneumonia, independently 
of pleurisy. In some of them it may be simply the resulf 
of persistence in a chronic form of that inflammation of 
bronchial and alveolar walls which is so conspicuous in the 
acute stage of brancho-pneumonia. But in some at least, 
and perhaps in most, the underlying pathological process ig 
apparently the same as that which has just been described 
leading to bronchiectasis. If the smaller bronchi be affected 
in this way the result is different from that in the case of 
the larger bronchi. For just 2s a small abscess is by 
healing converted into a fibrous scar, or a small phthisical 
‘cavity closed by fibrosis, so a small bronchus whose wall is 
utterly destroyed may be obliterated by proliferation of 
granulation tissue in its lumen. The permanent oblitera 
tion of many small bronchi by this process must inevitably 
lead to permanent obliteration by fibrosis of large tracts 
of alveolar tissue. 

We suggest that the pathological process underlying 
many cases of chronic pneumonia which go on to fibrosis 
and retraction of the lungs is this obliterative bronchiolitis, 
which starts with wholesale destruction of the walls of 
smal! bronchi and ends with obliteration by fibrosis of those 
bronchioles and of the whole of their associated alveoli, 
As fibrosis of the lungs and bronchiectasis can thus be 
traced to a common source, it is to be expected that the 
two. conditions will usually be present together. If, how. 
ever, in any. case the damage were confined to the small 
bronchi, fibrosis might result unaccompanied by bronchi 
ectasis. 

After this brief review it is evident that the extension 
of the inflammatory infection from bronchial lumen t 
surrounding lymphatics is the cause of the characteristie 
changes of both acute and chronic broncho-pneumonia. 

We have still to explain why the infection in this form 
of pneumonia results in a massive invasion of the 
lymphatics. Of conditions which offer a possible explane 
tion, the one most generally recognized is that bronche 
pneumonia is often a sequel to some definite. infective 
fever such as measles. In these cases there are two infee 
tions, and that of the primary fever is in some sense 8 
preparation for the subsequent inroad of the pneumonie 
infection. The primary predisposes’ to the secondary 
infection. 4 

On the other hand, it must also be recognized that im 
children broncho-pneumonia is often primary and without 
a preparatory antecedent infection. The infection settled 
in the bronchi simply invades the lymphatics; there *s n0 
obvious sequence of another infection. For the interpret} 
tion of these facts various suggestions have been offered, 
postulating separately or together (a) a virus of specific 
quality and possibly of special virulence also; and (6) & 
condition of the patient, non-infective and yet preparing 
the way for pneumonia. In favour of the latter sugge* 
tion is the fact that it still maintains, though in a new 
form, the general principle of predisposition in bronche 
pneumonia. 

The conditions advanced on this. hypothesis are such ag 
(1) age—less than 2 years; (2) bottle-feeding: (3) under- 
growth; (4) poverty; (5) lack of care in upbringing; (6) 
rickets, : 
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Should it be shown that certain forms of virus have a 

‘ial relation to broncho-pneumonia of the primary type, 

it will probably nevertheless be found that these conditions 
are still predisposing in their effect. 

The importance of the consideration of predisposition as 
an etiological factor is that, should the hypothesis he 
proved, it would follow as a general conclusion that the 
elimination of broncho-pueumonia from the child com- 
munity will depend to a corresponding extent on the 
application of preventive measures for the removal of 
the predisposing conditions. 


REFERENCE. 
1 Blake, F. G., and Cecil, R. L., Journ. Exper. Med., 1920, vol. xxxi, 
pp. 403, 445. 


Discussion. 

Professor Finpiay (Glasgow) regarded age as the 
chief criterion in distinguishing between lobar and primary 
broncho-pneumonia in early childhood because he had 
hardly ever detected lobar pneumonia in necropsies on 
children under 3 years of age; he therefore considered all 
primary pneumonias in children under that age as 
examples of broncho-pneumonia. Of 65 consecutive fatal 
cases 35 were of primary pneumonia, and only one of 
these occurred in a child of over 3 years; this case, in 
a child aged 5, was quite characteristic of lobar pneumonia. 
Fifteen of the 35 were typical clinically and pathologically 
of broncho-pneumonia. Fourteen were diagnosed before 
death as croupous pneumonia, but histologically were 
proved to be catarrhal in type. In 5 there was some 
difficulty in coming to a diagnosis, but ultimately 3 of 
these were regarded as examples of broncho-pneumonia; 
one was found to show a mixture of croupous and catarrhal 
features, and one was diagnosed as probably lobar in type. 
Only one of the primary group of 35 was a typical example 
of lobar pneumonia, and this was in an older child. These 
findings differed from those in Dr. Macgregor’s series, 
in which there were 9 examples of lobar pneumonia in 
children under 2 years of age. In any ease it was obvious 
that the prevailing type of pneumonia in infancy and 
early childhood was broncho-pneumonia, and it was owing to 
the tendency for the interstitial tissue of the lung to be 
involved in that type that bronchiectasis was so apt to 
follow. In searching for an explanation of the frequency 
of this special type at this age he was inclined to attach 
importance to a variation in the host rather than in the 
character of the infecting agent. There were several 
examples of an individual contagium virum to which the 
tissues at different ages showed a varying reaction. 

Dr. J. H. Tuvursrreitp (London) reviewed the problem 
of treatment from the immunological standpoint, and con- 
cluded that in all primary pneumonias in children the 
pneumococcus was the essential] etiological organism. For 
treatment, therefore, it was not of great moment to come 
to a diagnosis as to the type of pneumonia present. During 
seven years he had had 126 cases of primary pneumonia 
under observation, 71 being in children. under 2 years of 
age. Fifty-eight of these were treated symptomatically 
(mortality 41 per cent.), and 13 with a sensitized vaccine 
Prepared from several strains of pneumococcus (mortality 
3 per cent.). Fifty-five were in children over 2 years: 
41 of these were treated without vaccines (mortality 5 per 
cent.), and 14 with vaccines (no deaths). The vaccine- 
treated cases were all particularly severe. He was con- 
vinced that he had seen several children recover from 
pPheumonia when this vaccine was used who, when first 
seen, had very little chance of survival. These results 
encouraged him to persevere with this method of treat- 
ment... He also referred to an apparently hopeless case of 
broncho-pneumonia in a child aged 2, in which recovery had 
ensued dramatically after immuno-tvansfusion. 


_Lieut.-Colonel W. Guzen Liston (Edinburgh) drew atten- 
tion to the difficulties surroundigg the study of the 

ria living in the respiratory passages. Many strains 
oF pneumococci existed which, though morphologically 
similar, presented differences in virulence and in serological. 
and cultural characters. The problem of determining the 


cause of pneumonia was, therefore, not a simple ono, and 
called for some skill and experience in bacteriological 
technique. The post-mortem appearances of the lungs in 
the first cases he had seen with Dr. McNeil had so strongly 
recalled to his mind what he had frequently seen during 
the severe outbreak of influenza in Bombay in 1918 that 
he had decided to make use of a special culture medium 
which he had found invaluable in the cultivation of the 
influenza bacillus. This medium had been prepared first 
by Dr. Soparker at the Bombay Bacteriological Laboratory, 
and was described in the Indian Journal of Medical 
Research (vol. vi, No. 3, p. 418). With it he had obtained 
in many instances, on plates prepared from fluid removed 
from the congested areas of the lungs, almost pure cultures 
of the influenza bacillus. The organism was also readily 
obtained from the sputum. In 21 out of 33 necropsies 
on cases of suspected pneumonia influenza bacilli were 
isolated; all except 2 of the 21 cases were typical of 
primary broncho-pneumonia. One of the two exceptions 
was classed as a case of atypical lobar pneumonia; the 
exact type of pneumonia of the other case was not deter- 
mined; the case was complicated with empyema and 
cerebro-spinal meningitis. Of the 21 cases from which 
influenza bacilli were isolated from the lungs the heart 
blood was sterile in 9. A pure culture of the influenza 
bacillus was obtained from the heart blood in 2 of the 
cases, and that bacillus was present together with other 
organisms in 3 other cases. In 3 cases a pure culture of 
streptococci, a pure culture of pneumococci, and a pure 
culture of a staphylococcus were obtained respectively from 
the heart blood. No culture was made from the heart in 
the 4 remaining cases. The 12 cases from which the 
influenza bacillus was not recovered were: 2 cases of 
tubercle of the lungs, 2 cases of pneumococcus meningitis, 
1 case of meningococcus meningitis, 1 case of bronchitis, 
1 case of organized pleurisy showing very little pneumonia 
(probably a late case of broncho-pneumonia), 2 cases of 
septic broncho-pneumonia, 1 case of lobar pneumonia, and 
2 cases of primary broncho-pneumonia. In 22 examinations 
made of the throat in children, influenza bacilli were 
isolated from 6 cases; 3 of these were clinically regarded 
as suffering from broncho-pneumonia, 2 from lobar 
pneumonia, and 1 had been admitted to hospital with 
rickets. The 16 negative swabs were obtained from 4 cases 
of broncho-pneumonia, 5 cases of lobar pneumonia, 2 cases 
of pneumonia of undetermined type, 2 cases of bronchitis, 
one case of asthma, one case of cyelic vomiting, and one 
case of marasmus. The influenza bacillus appeared to be 
specially prone to attack young persons, causing in them 
very definite lesions, even in the absence of other 
organisms; in some way it opened a path for the invasion 
of the body by other organisms such as streptococci, 
pneumococci, and staphylococci. The high death rate from 
broncho-pneumonia in children was attributable to the 
influenza bacillus, but the organism could be obtained 
from patients who recovered. Much work remained to be 
done in determining the characters of different strains of 
this bacillus, and its distinction from allied organisms such 
as that of whooping-cough and the Koch-Weeks bacillus. 


Dr. N. S. Carwicnaet (Edinburgh) held that it was 
important to differentiate sharply primary or lobular and 
secondary or interstitial pneumonia. The diagnosis of the 
latter type as a rule was easy; the mode of onset, the 
associated catarrhal symptoms and signs, and the course 
of the illness were characteristic, and the infection, it was 
generally agreed, was a mixed one. In the much smaller 
group of primary broncho-pneumonias the onset was 
sudden, consolidation appeared early, and the temperature 
fell by crisis or rapid lysis. The resemblance to lobar 
pneumonia was therefore close, and it was often impossible 
to separate the two conditions; the organism responsible 
was the pneumococcus, but others, such as_ Pfeiffer’s 
bacillus, were sometimes also present. Was it not possible 
that this form of primary pneumonia was the infantile 
expression of lobar pneumonia? In older children the 
pneumococeus gave rise to distinct types of pneumonia, 
cerebral and abdominal, which could not be explained by 
structural effects. Might not different strains of the 


pneumococcus have each its own special train of clinical 
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manifestations? He considered that it was along bacterio- 
logical and serological lines that knowledge of pneumonia 
would advance. 


Dr. C. P. Lapace (Manchester) referred to the hypo- 
thesis that during the course of the disease there might 
be a change of type from lobar pneumonia to broncho- 
pneumonia. Hospital statistics could be misleading, 
because, even in infants, most cases of Icbar pneumonia 
did not come to hospital. Clinical investigation should be 
made, not only of hospital cases, but also of those treated 
at home; for this the collaboration of general practitioners 
would be necessary. It was usually possible by a study 
of symptoms and physical signs to distinguish lobar pneu- 
monia from broncho-pneumonia, and in most cases to base 
@ prognosis on these data and on the condition of the 


infant. It was his firm opinion that acute lobar pneu-. 


monia occurred in infants, and that the prognosis was 
usually good. Repeated radiological observations might 
throw light on the problem of type. The nature and 
course of an attack of pneumonia were determined partly 
by variable elements and partly by predisposition. Variable 
elements, such as a chance mixture of infections, might 
affect the route of spread of the infective process and 
alter the character and course of the illness. Predis- 
pesition was important in relation to factors lowering the 
vitality. Thus diet, especially the use of unsuitable infant 
foods, played a prominent part in the lowering of resist- 
ance. Debilitating disease was also a factor in determin- 
ing the nature of an attack; the liability of infants with 
rickets and ‘“ pink disease ’’ to develop broncho-pneumonia 
was well known. 


Dr. P. F. Armanp-DeEiLiE (Paris) drew attention to the 
value of fluoroscopic examination 1s a diagnostic procedure 
in acute pneumonia in infants. Lobar pneumonia pro- 
duced a very definite triangular shadow, whereas broncho- 
pheumonia gave no characteristic picture. Fluoroscopy 
was often the only means of clearing up the diagnosis in 
those cases of lobar pneumonia in infants in which there 
were no signs detectable by the stethoscope. In other 
acute respiratory cases the absence of a characteristic 


shadow would substantiate the diagnosis of broncho- 


pneumonia and be of prognostic value. 


Dr. H. C. Cameron (London) thought that the discus- 
sion had made it clear that clinicians differed as to the 
value and even the possibility of distinguishing during 
life between lobar pneumonia and _broncho-pneumonia 
in infants. The lobar pneumonia mortality increased 
steadily from early childhood, but in the first two years 
of life the thread was lost in a great number of examples 
of broncho-pneumonia characteristic of that age. He 
believed that Dr, Armand-Delille and Dr. Lapage were 
right in emphasizing the occurrence of typical cases of 
lobar pneumonia in the first two years of life. The 
presence of delirium was characteristic of the lobar form, 
as was often the appearance of dullness at an early stage; 
in broncho-pneumonia dullness was the last sign to appear. 


Dr. A. G. Newett (Harringay) referred to a paper he 
had read about two years previously at a meeting of the 
North Middlesex Division, in which he had advocated the 
value of vaccine treatment in pneumonia. He strongly 
recommended every general practitioner to try it. In his 
experience ‘the clinical picture changed in a striking way 
within forty-eight hours of the first injection. 


Dr. C. W. Vintxe (Leeds) had no doubt that there were 
two clinically different classes of pneumonia in early child- 


‘hood, one termed lobar’ pneumonia, with a short course 


and good prognosis, and one called broncho-pneumonia, 
with a more lengthy course and doubtful prognosis. He 
suggested that empyema occurred much more frequently 
in the lobar type than in~ broncho-pneumonia; this 
was indicated by the infrequent development of empyema 
during the course of measles and whooping-cough. He 
was impressed by the value, ever in the oungest 
child, of open-air and balcony treatment in ‘broncho- 
pneumonia. He protested against large quantities 


of milk being given to small children during an acute 
illness. He thought also that the continucus administra. 
tion of oxygen by means of a small nasal catheter was mos 
useful. Hitherto he had seen nothing to convince him 
that anything was gained by using serums and. vaccizeg 
in these cases, but he now proposed to try a sensitized 
polyvalent pneumococcal vaccine. 


Dr. F. M. Garpner-Mepwin (St. Asaph) advocated the 
injection of sodium nucleinate combined with glucose and 
sodium bicarbonate in pneumonia. Details of the method 
were published in the British Mepican Journan in 1924 
(vol. ii, p. 49). His experience was that this method was 
of the greatest service in curtailing the pneumonic attack 
and improving the general condition in children as well as 
in adults. In lobar pneumonia the crisis was brought 
about almost invariably within forty-eight hours of the 
administration of 2 c.cm. of the solution prepared by 
the Clinical Laboratories of Paris. In bronche-pneumonia 
the change was not so dramatic, but the condition of the 
patient was improved in nearly every case. Forty con. 
secutive patients with lobar pneumonia treated with 


-nuclein and intensive alkalinization during the influenza 


epidemic of 1918-19 had responded within forty-eight hours, 
irrespective of the duration ef the illness. Since then his 
results had served to confirm his former estimate of the 
value of this agent in inducing a leucocytosis in all cases 
except those in which bone-marrow response was interfered 
with by antecedent pathological conditions, and thus 
reinforcing the natural defences of the body. With regard 
to the suggestion that Pfeiffer’s bacillus was responsible 
for the lowered resistance which allowed invasion by the 
pneumococeus, Dr. Gardner-Medwin added that if a leuco 
penia was also observed in these cases the argument for 
using the nucleinate treatment was very strong. 


Dr. S. P. Hucerss (High Wycombe) referred to the case 
of a child with pneumonia who had been treated with small 
doses of pneumococcal vaccine, and who later developed 


‘empyema. The fluid was found to be sterile, and complete 


recovery followed. The administration of oxygen by sub 
cutaneous injection had been advocated on the Continent, 


Dr. Wiikrz Scorr (Nottingham) suggested that a classifi- 
cation based upon either mortality or morbid anatomy 
would show a very much smaller proportion of cases of 
lobar pneumonia than one based upon clinical evidence, 
since lobar pneumonia was mostly fatal by reason of com 
plications. Clinically lobar pneumonia was common im 
children. Insufficient stress had been laid on the fact that 
lobar pneumonia was an acute specifie fever, and that the 
local lesion in the lung bulked less largely in the picture 
than in broncho-pneumonia. Vaccine treatment might be 
worth while if begun within the first three days of the 
attack, in which period it was free from risk. In one case 
a massive dose of 10,000 million pneumococci, streptococel, 
and influenza bacilli was accidentally given to a patient 
on the second day of an attack of lobar pneumonia, with 
the only effect that the temperature fell to normal on the 
next day, and there was a Corresponding improvement ia 
the patient’s symptoms. While many cases of lobar pnet 
monia untreated by vaccines were of very short duration, 
the occurrence of the abortive type appeared to be more 
frequent over a large series of cases treated by vaccines 
He had iried the subcutaneous injection of oxygen in sevelt 
cases of pneumonia, but had not been convinced that this 
method had any special merit. He had also given sodium 
nucleinate, but had not obtained improved results. 


Dr. Heten Mackay (London) said that if the incidence 


‘of diseases of the upper respiratory tract, which were 9 


prevalent amongst city children of the working classes, 
could be lessened, there was little doubt that the incidence 
of broncho-pneumonia would also fall. Some years ago 
had realized the close association between respiratory 
disease and an inadequate supply of vitamin D in the diet 
and the possibility of lessening the frequency of catarchal 
conditions by the administration of cod-liver oil in 
winter. There were under observation in Vienna at t 
time two groups of infants, one of which received cod-livet 
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oil. The difference in the frequency of respiratory infec- 
tions in the two groups was very striking during the 
winter, but during the summer, when all the children were 
much out of doors, vitamin D consequently being produced 
in the patients’ own tissues, there was little difference 
between the susceptibility to catarrhal infections of the 
two groups. 


The Preswent felt that the high mortality of pneu- 
monia in young children cid not redound to the credit of 
the profession, and that more active measures were neces- 
sary. He strongly recommended immuno-transfusion as a 
method of treatment in urgent cases of infective disease. 


THE HISTORICAL ASPECT OF QUACKERY.* 


A. J. CLARK, M.D., F.R.C.P., 
Professor of Pharmacology, University of Edinburgh. 


Tur term quack ‘simply means one who pretends to know- 


ledge or skill that he does not possess, and the fact that 
this term has come to signify in popular usage a pretender 
to medical knowledge indicates very clearly that there is 
something about the cure of disease that particularly 
attracts both delusion and imposture. 

The quacks who prey upon human suffering are actuated 
by a variety of motives, the simplest of which is frank 
greed, and to it we owe the semi-permanent commercialized 
quackery of so-called patent medicines. Among the 
ordinary quack medicines are sensational examples of the 
utter callousness and recklessness of those who seck to 
exploit human suffering for gain, and also remarkable 
evidence regarding the unlimited gullibility of the general 
public; but these traits are exhibited in many other fields 
of human activity, and therefcre have no specific interest 
to students of medical history. There are, however, other 
aspects of quackery which I believe deserve the attention 
of medical historians, not because their study throws any 
light on the history of the development of medical science, 
but because it provides evidence regarding the reaction of 
the popular mind to the spread of this science. 

The question that I wish to consider is why the general 

public so often turns away from the medical profession 
and follows quacks who pretend to the possession of cures 
unknown to medical science. Such pretenders usually 
claim direct personal inspiration and in consequence assert 
complete independence of medical science. The nature of 
the cures is so varied as to defy classification, but usually 
their freedom from the fetters of science causes them to 
be cures applicable to all diseases. 
. Prior to. the seventeenth certtury the occurrence of such 
revolts from official medicine was not surprising, for 
orthodox medicine was based not on experimental science 
but on the authority of Galen, and the recognition of any 
infallible authority always arouses the opposition of al! 
those who wish to think for themselves. Many revolts of 
this nature led to valuable results because they favoured 
the testing of the accuracy of dogmas held to be infallible. 
The career of Hahnemann, however, is a striking example 
of the way in which a rebel against. authority who com- 
mences with an appeal to reason may finish by establishing 
a dogmatic faith even more absurd than the orthodox 
traditions he tried to explode. 

Prior to the nineteenth century the quack might claim 
that he was merely asserting the authority of his reason 
against the weight of tradition, but during the past 
century medicine. has broken away from. tradition and 
to-day claims to be an applied art based on experimental 
Science. This change has been accompanied by an un- 
precedented increase in the efficacy of medical methods, 
and hence to-day the quack challenges not tradition but 
the findings of experimental science. 

Another outstanding feature of the nineteenth century 
was the spread of popular education, and many imagined 
that this alone would be fatal to quackery. The fallacy of 
this bel ief is, however, well illustrated by the experience of 
the medical profession in Germany. The laws of Prussia 


Read in the Section of the History of Medicine at the Aun 
Association, Edinburgh, 1927. 


Meeting of the British Medical 


forbade the practice of medicine by unqualified persons, 
but in 1869 general liberty to practise was granted. This 
change was indeed supported by the physicians, partly on the 
ground that the repressive legislation was ineffective, but also 
partly because it was believed that the spread of popular 
education would safeguard the people from being deceived 
by quacks. The number of quacks in Germany is known 
because they are required to register, and their number has 
steadily increased until to-day the proportion in Berlin 
between quacks and medical men is one to three and a 
half; the proportion throughout the whole of Prussia is 
nearly one to four. 

In consequence the German medical profession is now 
agitating to induce the Government to protect the health 


of the people by restricting the activity of quacks. Since 


Prussia is one of the best educated nations in Europe I 
think this is a very striking evidence of the fact that the 
spread of education does not influence the popularity of 
quackery, although it may influence the form which it 
assumes. 

The activities of the quacks, therefore, have not been 
checked by the dramatic successes of medicine nor by the 
spread of popular education. At the same time there is a 
considerable amount of evidence to indicate that while the 
medical profession has become more scientific and more 
successful, it has also become increasingly unpopular with 
the masses. The last century has seen the development of 
numerous popular agitations against medical science, such, 
for example, as the antivaccmation and antivivisection 
movements, and there is no evidence that the popularity 
of these causes is decreasing. This opposition is not con- 
fined to the uneducated, but finds its leaders amongst those 
who claim to be pioneers of advanced thought. 

The present situation is indeed rather curious, for whilst 
medical science has advanced from triumph to triumph 
and is even now steadily increasing its powers to combat 
and control disease, yet a large section of the population 
appears to regard the profession with distrust and to 
turn eagerly to any charlatan, however ignorant, who chooses 
to claim that he possesses special or supernatural powers of 
healing. 

A consideration of the careers of the outstanding 
charlatans furnishes some clue to the factors upon which 
their-success has depended. The common type is that of a 
man of unusual force of personality who in virtue of an 
imperfect education and ill balanced judgement has acquired 
the profound belief that some direct inspiration has made 
him independent of the slow advance of science and has 


endowed him with semi-miraculous powers of healing. The 


list of these persons is long. A hundred years ago 
Perkins persuaded millions that all disease could be cured 
by stroking the bedy with two pencils of metal, whilst 
to-day the followers of Abrams believe that all diseases 
can be both diagnosed and treated by means of two boxes 
containing some simple electrical apparatus. 

In addition to the cures that achieve fame there are, of 
course, an indefinite number that fail to catch the public 
fancy, and it is puzzling to know what are the factors that 
ensure success, for often the failures appear to be much 
more ingenious and attractive than the successes. The truth 
appears to be that reason is not involved in the process, but 
that the initial suecess depends on the personality of the 
healer and subsequent success is ensured by mass suggestion. 
The reason for the successes is that these mysterious cures 
provide what the public want, for they furnish an escape 
from science and a line of retreat back to the old primitive 
beliefs of the cave man. The facts regarding the funda- 
mental beliefs of mankind have been summarized by Sir 
James Frazer": 

«* When we survey the existing races of mankind from Greenland 
to Tierra del Fuego, or from Scotland to Singapore, we observe that 
they are distinguished one from the other by a great variety of 
religions. . . . Yet when we have penetrated through these differ- 
ences, which affect mainly the ee thoughtful part of the 
community, we shall. find underlying them all a solid stratum of 
intellectual agreement among the dull, the weak, the ignorant, the 
vast majority of mankind... . This universal faith, this truly 
catholic creed, is a belief in the efficacy of magic. . . . Among the 
ignorant and superstitious classes of modern Europe it is ve 
much what it was thousands of — ago in Egypt and India, an 
what it now is among the lowest savages surviving in the 
remotest corners of the world.” 


1 The Golden Bough, Abridged edition, 1925, p, 55... 
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It is in this universal and eternal creed that the charlatan 
finds his support. In a civilized community the belief in 
magic is concealed beneath the veneer of education and does 
not obtrude itself in normal life, but the veneer cracks as 
soon as any strong emotion is aroused, and both pain aod 
fear of death are potent causes for arousing such emotions. 
The exactitudes of science are utterly antipathetic to the 
sick person, who resents being regarded as a ‘‘ case’’ for 
whom the chances of recovery are so many per thousand. 
The more intelligent turn to religion and to spiritual healers 
to appeal to some higher power to intervene on their behalf 
and set aside the soulless laws of nature that are threatening 
their safety. 

The less intelligent revert to the oldest form of beef 
and seek someone who will make strong magic for them and 
defeat the evil spirits by some potent charm. This is the 
feeling to which the quack appeals; he claims to be above 
the laws of science and to possess some charm for defeating 
disease of any variety. 

The nature of the charm changes with the growth of 
education. A naked nigger howling to the beat of a tom-tom 
does not impress a European, and most modern Europeans 
would be either amused or. disgusted by the Black Mass 
that was popular in the seventeenth century. To-day some 
travesty of physical science appears to be the most popular 
form of incantation. But although the form is changeable 
yet the underlying belief is unchanging and ineradicable, 
and I think that the medical profession must face the fact 
that, although their alliance with science has brought them 
great material success, yet it has brought its special penalty 
in that it is ever alienating them to an increasing degree 
from the fundamental beliefs of the common man. 


THE TREATMENT OF BURNS.* 
BY 
ALEXANDER MacLENNAN, M.B., C.M., 


Honorary Consulting Surgeon to the Royal Infirmary, Stirling, 


Ir is highly advisable from time to time to review our 
doctrines on treatment, even the most orthodox. We must 
be ever on the watch for discoveries in collateral science 
which may be applicable to cur own. Many conundrums 
are awaiting for their solution the preliminary discovery— 
Pasteur must precede Lister. In the case of burns we are 
confronted by several problems, 


Pain. 

Anyone who has been at all severely burned will at once 
assert that the only problem in burns is the relief of pain, 
and that in the quickest possible time. I readily agree 
that it is the most important part of the subject. If this 
were the only item to be dealt with there would be no diffi- 
culty, but our remedies to ensure immediate mitigation of 
the disaster must not endanger the future for the victim. 
Fortunately the perception of pain is limited by exhaustion 
of the nerve centres, and most of those fatally burned are 
ominously comfortable during the brief interval between 
the accident and death. 

Children are peculiarly susceptible to injury from burns, 
and most of us have been shocked by an unexpected fatality 
from a trivial burn. Tho much disputed status lymphaticus 
(in the absence of more precise knowledge) brings an other- 
wise unwarranted death into line with other injuries. The 


“resistance to toxaemias is in those cases much lowered; the 


fatty degeneration of the liver frequently found at the 
necropsy may have some bearing on the fatal issue. 

For the majority of patients who recover extensive resort 
to sedatives is necessary, and it is of great importance that 
their remote general effects be closely watched. I might 
suggest that the prolonged administration of chloroform, 
not as an anaesthetic but as an anodyne, may be less toxic 
and dangerous than the corresponding amount of morphine. 
The inhalation of a diluted vapour may be allowed for long 
periods, and may be safely carried out by a trustworthy 
nurse. 

The surgeon’s visit to a ward containing the victims of 
burning is evidently a time of trial to the patients; they 


* Read in the Section of Surgery at the Ann i 
Medical Association, Edinburgh 1827, 


clamour for chloroform, morphine, and death. I know of 
no condition which occasions such an accumulation of 
suffering in a single ward. The remedies we employ will 
require to be many-sided, more than one effect being 
demanded. For example, while a remedy may be soothing 
it must not encourage suppuration or discharge. In excep- 
tional instances an extensive burn is tided over the period 
of initial shock, and the subsequent treatment becomes 
daily more onerous. For these patients the continuous 
bath, where circumstances will permit, is a satisfactory 
plan; unfortunately in only a few cases can it be made 
available. Next to the principle of relieving the pain, the 
exact nature of the first dressing is of importance. Where 
bullae are present it is not my practice to drain them, the 
effused serum being the best covering possible; when they 
show signs of pus formation they should be emptied, 
Spraying the area involved with wax solution and covering 
it with an oily and bland substance are procedures which 
have rightly found a lasting place in treatment. I would 
suggest the value of covering the scorched surface with 
waxed paper; angles may be cut to allow of the discharge 
reaching the dressing. Such waxed paper may be 
sterilized without detriment. A thick tissue paper soaked 
in carbolic oil may be also similarly used. 

There are few cases where good nursing is more-rewarded; 
extreme gentleness in handling is demanded, and the raw 
surface should never be wiped with gauze, any discharge 
being washed off. I firmly believe that the pain associated 
with a burn, in all but the final stage, is the cause of most 
of the trouble met with; hence applications which relieve 
pain will give better results, even remotely. Thus alcohol 
has achieved some reputation as a suitable application ; its 
effects are not due to its antiseptic action, but to its 
anaesthetic action on the nerve endings and to its desic- 
cating properties. The possible precipitating effect on 
toxins can. be ignored. In picric acid we have another 
remedy which is very effective, not altogether because it is 
an antiseptic, but because it is analgesic, and also because it 
coagulates albumin. By thus causing the production of a 
layer of sterile albumin which is at the same time emanat- 
ing analgesic properties a very good effect is produced, 
Picric acid is one of the scheduled explosives, and can only 
be procured in solution er in gauze. It may be applied in 
a saturated solution, but should not be spread too exten- 
sively because of its own poisoning properties. Toxicity 
may be recognized by the onset of fever, accompanied by 
a rise in pulse rate and the production of a widespread 
itchy measly rash. The urine becomes green tinted as in 
carboluria, and there is much general distress. After 
mitigating the pain future contingencies must be con- 
sidered, 

Shock. 

The treatment of this accompanying condition should 
be conducted along recognized lines. Repeated small doses 
of opium or morphine with oral administration of alcohol 
should be given. If alcohol is being extensively applied as 
a dressing some will be absorbed, so it need not be given 
otherwise. In a burn the central nervous system is stimu- 
lated to the point of exhaustion, and there is no want of 
explanations for many of the associated phenomena. 


The Body Fluids. 

It has been shown that the blood tends to become—at 
first at any rate—concentrated and less alkaline, as well 
as to contain more waste products. The symptoms have 
been explained as being largely due to absorption of sub- 
stances produced in the tissues by the destructive action 
of the heat, but this cannot be merely a chemical reaction, 
Some time ago in attempting to get protein shock I injec 
the products of partial destruction by heat of animal 
tissues, but neither intravenous nor intracellular injection 
caused the slightest effect. It is also affirmed that the 
chlorides are reduced as in pneumonia, and indeed in many 
other diseases. A diminution in the chlorides is more 
usually associated with an alkalosis. From whichever point 
we view the subject the essential treatment, whether 
acidosis or alkalosis be present, is the administration of 
fluid; this may be loaded with alkalis or sodium chloride 
—I do not think it matters which—provided we introduc 
fluids into the circulation, 
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THE TREATMENT OF BURNS. 


Sepsis. 

Some degree of sepsis is inevitable. The damaged 
surface is less able to resist either a fresh invasion or 
the growth of organisms unscathed by the heat. Powerful 
antiseptics cannot be applied, nor can weak ones be 
frequently used. In many cases the attempt to apply a 
theory may do more harm than good; hence digressions 
from established authority should be very carefully intro- 
duced. I know of no better antiseptic for a burned 
surface than normal sheep’s or horse’s serum; the cost is 
its only drawback. Pneumonia, which accounts for many 
of the deaths after burns, is probably a manifestation of 
sepsis, and is produced by a septic embolism. 


Duodenal Ulcer. 

This is, in my experience, incidentally rarer among the 
burned than among those not so affected. I have never 
seen one case in patients suffering from burns. It is more 
the figment of the imagination of the student going in for 
an examination, 


Surgical Intervention, 

In many cases we do not apply the principles of surgery 
early enough. At first burned patients are unable to 
susiain further inroad into their vitality, and later on 
it is sometimes forgotten that surgery may improve the 
outlook, both as regards immediate morbidity and ultimate 
appearance. Where a limb has been almost denuded of 
skin carly amputation is indicated. Short of this it will 
be found in many cases—and this is the experience of 
most of us—that an ulcer produced by surgery is much 
less severe than one resulting from a burn. It is the 
uncertainty of our judgement regarding the vitality of 
any section of burned surface which makes us hesitate 
to resort to extensive excisions. It is often surprising how 
many islets of epithelium appear among the granulations 
after the slough of what we considered to be the entire 
thickness of skin has separated. Even though we may 
finally have larger areas to epithelialize than would have 
formed without excision we certainly lessen suffering very 
materially. I think the tendency hitherto has been 
conservative. Simultaneously with the excision provision 
should be made for grafting. Large ulcers are to be 
treated upon general! lines; the longer they remain the 
greater will be the tendency for contractures to occur. On 
the other hand, acquiescing in the production of a con- 
tracture may result in a rapid obliteration of the ulcer, yet 
such a contracture should not be allowed to develop, but 
the ulcer should be healed by other means. 


Grafting. 

Successful grafting requires careful preparation of the 
field; indeed, until the septic process has ended grafting 
should not be undertaken if the Thiersch or Wolff method 
be adopted. Many years ago I introduced a method of 
grafting to which the name of ‘ tunnel”’ grafting was 
given; it can be applied at an egrlier stage than any 
cther, and has a high percentage of successes. Narrow 
grafts are embedded under the surface and their locality 
marked by laying alongside them suture threads. After 
allowing for their taking root, which occurs in about ten 
days, the covering surface is removed so as to expose the 
grafts completely. On account of the close resemblance 
of the granulation tissue developed to sarcomatous tissue 
in its destructive effects a thin epithelial covering is almost 
certain of being destroyed from time to time. This feature 
of constantly recurring ulceration must be familiar to all; 
hence a solid covering is essential if healing is to be per- 
manent. It is interesting to note that if embedded grafts 
are left for any length of time under or in the granulations 
they entirely disappear. This is a usual phenomenon, 
otherwise operation implantation grafts would be 
commoner, - 

_ As an aid to the spread of epithelium scarlet-red applied 
m an ointment is a very decided stimulant. Where serious 
grafting is required the pedicled graft is best; it is often 
noticeable that sepsis tends, when these grafts are freed, 


_to light up the processes of ulceration. his development 


sometimes is the cause of failure in grafting for the relief 


of contracture even in cases long since healed. It would 


seem that cicatricial tissue is capable of retaining, encysted 
within its meshes, infection in an active state. The develop- 
ment of keloid is one evidence of such a power. 

In considering burns generally we nearly always have in 
our minds the effects of heat; yet cold, chemicals, ultva- 
violet rays in sunlight direct or reflected from snow, or 
those produced electrically, induce similar disturbances. 
Another form of burn, fortunately now less common, is 
that produced by radium and zg rays. Burns so caused 
show great 1esistance to healing, and their tendency to 
become malignant is well recognized. Occasionally when 
an ordinary burn has been allowed to pass into a chronic 
ulcer malignancy may become engrafted. 


Discussion. 

Mr. W. C. Wison (Edinburgh) gave his experiences 
with tannic acid in the treatment of 37 cases of burns in 
children. He said that at the stage of initial shock 
tunnic acid was beneficial in that it promoted a rapid and 
complete analgesia. In the stage of acute toxaemia the 
main indication was to prevent absorption of the toxin; 
in this respect the action of tannic acid was striking 
and valuable, for by coagulating the tissues at the burnt 
area it prevented absorption of toxin into the blood stream. 
In the stage of septic toxaemia tannic acid, by providing 
a firm, dry covering to the wound, minimized the incidence 
of sepsis; it also protected the growing epithelium and 
promoted rapid healing. Primary shock was treated in 
the usual way—-a small dose of morphine being given if 
necessary. No general anaesthesia was employed. The 
burnt areas were cleansed rapidly with ether. A fresh!y 
prepared solution of 2} per cent. of tannic acid in warm 
sterile water was sprayed over the burnt areas at intervals 
of an hour, and the application was dried by electrical 
heat. This was continued until a brownish-black coagulum 
formed (eight to twelve times). The bed-clothes were 
cradled and the parts exposed to the air during this time 
and until the coagulum was removed. While spraying 
the face, the eves, ears, and nostrils must be protected. 
Slides were shown to illustrate the effect of treatment on 
mortality, the prevention of acute toxaemia, and the 
improvement in prognosis thus obtained. 


Mr. Srewarp (London) agreed that tannic acid gave 
excellent results. He preferred to make a careful toilet 
under anaesthesia at the beginning of treatment. 


Mr. R. M. Manwarine-Warite (Northwich) said that 
the three essentials of relief of pain, treatment of shock, 
and prevention of sepsis were obtained by using the 
pommade of Reclus, which contained phenazone, salol, boric 
acid, iodoform, phenol, mercury perchloride, and vaseline. 


A CASE OF ABNORMAL FAT METABOLISM, 
BY 
JAMES A. TORRENS, M.D., F.R.C.P., 
PHYSICIAN, ST. GEORGE'S HOSPITAL ; 


H. GAINSBOROUGH, M.B., M.R.C.P., 
ASSISTANT PHYSICIAN, ST. GEORGE'S HOSPITAL; 
AND 


J. A. GARDNER, M.A., 


READER IN PHYSIOLOGICAL CHEMISTRY, UNIVERSITY OF LONDON. 


Tur clinical symptoms in the following unusual case sug- 
gested some defect in fat metabolism, and in the hope of 
ascertaining its nature a thorough investigation was mado ; 
the results, though they did not explain the mystery, seem 
worthy of record. 


A girl, aged 13, was sent to hospital because her mother had 
noticed progressive loss of weight for two years; she had not 
seemed ill; her appetite was uniformly good; her bowels were open 
naturally, and she was quite ordinarily energetic, i - during 
the last few months she had-been apt to tire easily. The mother 
had given the child various tonics, and had persistently tried to 
feed her up with cream, milk, and cod-liver oil; these extra fatty 
foods were taken readily, and no aversion was shown to any 
articular foodstuff. Menstruation had not started. There had 
been no previous illness of note- 
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When admitted, on December 15th, 1926, she was a small, 
bright, fresh complexioned, alert child, weighing 474 lb. (the 
normal weight for a girl of 13 is 87 lb.), lips and skin rather dry, 
tongue clean and moist, teeth good. The heact, lungs, abdomen, 
and central nervous system were all normal. With the exception 
of the face, which appeared normal, there was throughout the 
entire. body an almost complete absence of all subcutaneous fat, 
the muscles standing out under the skin as in wasiing disease. 
This was more noticeable in the arms, thorax, and abdomen than 
in the legs. The muscular power was unimpaired. The urine was 
normal, as were the stools, both to the naked eye and to micro- 
scopical and cultural examination. Clinically it seemed probable 
that there was some defect in fat metabolism, and it was decided to 
try a.diet in which the fat content should be materially reduced ; 
the effect was dramatic, as is shown on the accompanying graph. 


REOUCEOD O/ET, ecouceo 


iN POUNOS 
& 


WEIGHT OF CHIL 


20, at. JAN-IO. 20 


The sudden temporary drop in weight on January 27th was due 
to polyuria following a sugar tolerance test. - 

From a study of the child’s weight in relation to the diet it 
soon became clear that on an ordinary mixed diet the weight 
slowly but steadily decreased, but that when the fat intake was 
restricted (by no means completely) there was a rapid gain in 
weight, amounting in one period of twenty-five days to 14 lb. 6 oz. 
and in a later period of ten days to 2 lb. 3 oz. From the clinica 
findings it was very difficult to suggest any hypothesis to explain 
these facts, so certain investigations were made to see if any light 
could be thrown on the cause of the abnormal metabolism. The 
following figures were obtained : 

December 22nd (fat-restricted diet): Blood sugar 0.0798 (Shaffer- 
Hartmann). Plasma cholesterol: free, 0.04904 per cent.; ester, 
0.07224 per cent.; total, 0.1213 per cent. Percentage of total as 
ester, 59.8. Total solids of plasma, 9.338 

January 26th (fat-restricted diet): Glucose (25 grams) was 
administered and the sugar tolerance test performed. This showed : 
Blood sugar, 0.104; after half an hour, 0.126; after one hour, 0.155; 
aiter one and a half hours, 0.150; after two hours, 0.102; after two 
and a half hours, 0.093. 

January 27th. Urine analysis: Volume in twenty-four hours, 
1,025 ¢.cm.; specific preety 1016.7; total nitrogen, 0.84 per cent.; 
free ammonia, 0.032 per cent.; urea, 1.325 per cent. Sulphur 
excretion was as follows: 


Grams Normal for 
per day. adult per day. 
Inorganic, as SO,, 0.103% — 
Ethereal 0.0171% _... 0.2 gm. 
Neutral 0.0295%,_... 0.2 gm. 
Total ,, 1-3 gm. 


Total N/total SO,=5.32; normal=5. 


The analysis of the urine was made on the day following the 
sugar tolerance test, the twenty-four-hour volume being as stated. 
The average daily volume was about €00 c.cm. 

The respiratory quotient was also determined during the period 
of restricted diet, at intervals after a meal consisting of 4 oz. of 
meat, 2 oz. of greens, 3 oz. of yey 1/2 oz. of bread, 4 oz. of 
tapioca pudding, and a glass of water. The respiratory quotient 
was determined on ten-minutes samples of expired air, using a 

glas bag. The patient was quict throughout the experiment 
and breathing normally. The meal was taken at 11.45 a.m. At 
2 p.m. the respiratory quotient was 0.87; at 2.30 p.m. it was 0.87; 
-m. it was 0. 

at balance experiments were also made over two periods of 
three days each. In the first period (December 17th to 19th in- 
clusive) the diet was restricted as regards fats by omission of 
butter and eggs and by using lean meat. In the second period 
(January 17th to 19th inclusive) the patient had an ordinary diet 
including 2 oz. of butter, 4 oz. of milk, milk pudding, and one 
egg. On each occasion the same diet had been given for a few 
days previously and was carefully measured. Duplicate diets were 
mente throughout and also the faeces during the seventy-two- 
our periods. 

The whole of the food with the exception of the fluids and the 
butter, which were separately estimated, was dried and ground 
in a mill and a portion of the thoroughly mixed meals so obtained 
was analysed. The sterol balance was also determined. During 

also ascertaine analysis of the faec i 
resulis were as follows.” 


Fat-restricted Diet (December 17th to 19th). Fatty Diet Wanuery 


Fat Balance. 


Fat intake ... 176.475 gm. 241.48 gm. 
at and fatty acids wo. 2929 15.89 

0.69)) 5-619 em. 20-38 gm. 
Fat absorbed in three days ... . 179.856 gm. 221.10 gm, 
Fat absorbed in one day ... 
Utilization of fat se 98 per cent. 91.56 per cont. 
Composition of faeces— 

Total ether extract -™ su 2.929 gm. 19.89 gm. 

Free fatty acid, as palmitie  ... 1x1 4.01 


Unsiponifiable matter ... 1.593) 1.628 on 


Neutral fat... 0.035 14.79) 1°88 sm. 


9) 


Steroi Balance. 


Intake of sterol ... mn 1.1734 gm. 1.1€85 gm. 
Output of sterol ... 0.6182 1.0938 _,, 
D fference ... i +0.55°2 gm. +0.0147 gm, 
Difference per day +0.186 +0.0049 ,, 
Nitregen Balance. 
utput in urine ... 25.72 } 
Output in faeces... 3.691) 50.5" eM. 
Difference ... in — 0.658 gm. 
Difference in one day ... ‘ 
Comment. 


These investigations on the whole yielded nermal figures. 
The blood sugar, total solids, and cholesterol of plasma 
were normal, as also were the respiratory quotients. One 
noteworthy figure was the high value for neutral sulphur 
in the urine, which is generally considered ar expression 
of the endogenous protein metabolism. 

The nitrogen balance during the unrestricted dict period 
showed an ‘insignificant increase of output over intake, 
corresponding in direction with a slight loss in weight 
during that period. 

The fat balances were interesting insomuch as_ they 
showed the completeness of the fat splitting and the fat 
absorption from the alimentary canal. The sterol balances 
show a remarkable agreement with the change of the 
patient’s weight in the two experimental periods. During 
the first period the excess of intake over the output was 
0.186 gram per day. The gain in the patient’s weight at 
this time averaged 307 grams a day, and if we take an 
average figure of 0.06 per cent. for the sterol content of 
body tissues this would correspond to a utilization of 
0.184 gram. During the second period, when there was a 
very slight loss of weight, the sterol balance was almost 
exact, the actual figure for the difference of intake and 
output being within the limits of experimental error. 

It is very diflicult to draw any conclusions as to the 
nature of the anomalous metabolism. Clearly the error 
was not one of intestinal malabsorption of fat. The 
clinical improvement was dependent on only a moderate 
restriction of fat intake from 80 grams a day to 59 grams. 
Tho respiratory quotient, determined after a mixed meal, 
and the evidence relating to the carbohydrate metabolism 
threw no light on the mystery. In the use of the two 
diets, in one case approximately 58 grams of fat was 
absorbed a day and in the other 74 grams. This latter 
cortainly represents an unnecessarily high fat intake, but 
does not correspond to such marked increase of the fat to 
carbohydrate ratio as to suggest any failure in the efficient 
metabolism of fat from this cause. Acetone bodies wera 
never found in the urine, and the glucose tolerance was 
quite normal. 

It is to be remembered that when the observations were 
commenced the child was markedly under weight and the 
restriction in the fat intake allowed her to become more 
nearly normal. At a later date the ingestion of a fatty 
diet again caused loss of weight and appeared to act as 
metabolic poison. This excess of fat was well absorbed; 
and throughout the experiments thero was no failure of 
alimentary function. From our evidence it seems impos 
sible to explain why a high fat intake should interfere with 
the normal deposition and storage of fat in the body 
tissues. 
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A STUDY OF EPHEDRINE. 
BY 
K. K. CHEN, Pu.D. 


(From the Laboratory of Pharmacology of Peking Union Medical 
. College, Peking, China.) 


Ma Hvane has been identified as Ephedra vulgaris, var. 
helvetica. It is a low, dioecious, practically leafless shrub, 
60 to 90 cm. high. The stem, which is green, ribbed, and 
channelled, is the part sold in Chinese drug stores. It is 
usually cut into pieces, 1 to 1.5 cm. long. Ephedrine, a 
natural secondary amine, is the physiologically active 
constituent and can be easily isolated from the plant by 
immiscible solvents. It was first discovered by Nagai in 
1889, and its structural formula has been studied by 
different observers, 


The Action of Ephedrine. 

Our preliminary reports have shown that ephedrine 
possesses sympathomimetic actions and that its outstand- 
ing feature is its circulatory stimulation. 

(a) On Cireulation.—An__ intravenous injection of 
ephedrine in an anaesthetized dog or cat always results in 
rise in blood pressure and increase in pulse rate for fifteen 
or more minutes. The site of action is not in the central 
nervous system, for destruction of brain and cord does not 
prevent the rise in pressure. The acceleration of pulse 
is not due to depression of the parasympathetic system, for 
atropinized animals respond just as well as non-atropinized, 
and, in fact, the pulse is usually decreased in non-anaesthe- 
tized animals. Unlike adrenaline, the rise in pressure is 
not due to peripheral constriction, for intestinal and kidney 
volumes are often passively increased. Application of the 
drug directly to the stellate ganglia causes a marked 
increase in rate and strength of cardiac contractions, but 
only little rise in blood pressure. When ephedrine has 
produced maximal cardiac stimulation by local application 
to the stellate ganglia, or when the latter are paralysed by 
intravenous injection of nicotine, ephedrine given intra- 
venously still elevates the blood pressure in the usual 
manner. It appears clear that the rise in blood pressure 
is mainly due to the stimulation of structures peripheral to 
the sympathetic accelerator ganglia—myoneural junction or 
the muscle itself. Since ephedrine acts on the nervous 
structures of other muscular organs it is probable that it 
does the same thing here. 

(hb) On Smooth Museles.—The action of ephedrine on 
smooth muscles follows very closely the sympathetic in- 
nervation. Thus the pupils are dilated by the application 
of ephedrine to the conjunctival sac. The light reflex is 
retained and physostigmine causes prompt miosis. Bronchial 
spasm due to physostigmine is rapidly relieved by 
ephedrine. The isolated gut is inhibited and relaxed, the 
vessels of the perfused kidney show definite and prolonged 
constriction, and strips of rabbit’s uterus suspended in 
Tyrode’s or Locke’s solution undergo one or more powerful 
contractions when ephedrine is added. The site of action 
is apparently only concerned with the terminal nervous 
structures, for direct application of ephedrine on respective 
ganglia, or nicotization to paralyse the latter, does not 
alter the subsequent action of ephedrine. 

(c) On Secretions.—“phedrine causes increase in secre | 
tion of several organs. In anaesthetized dogs urine and 
lymph are found to be constantly increased, submaxillary 
and pancreatic secretion usually augmented, while sweat is 
not affected, by ephedrine. In non-anaesthetized dogs in 
which a Pavlov or Heidenhain pouch is made the gastric 
secretion is found to be definitely increased by subcutaneous 
injection of ephedrine. Free and total hydrochloric acid 
rises at the same time. Intestinal juice and bile do not 
start to flow after ephedrine in dogs with Thiry-Vella and 
bile fistulae respectively, but pancreatic juice is sometimes 
increased in those with pancreatic fistulae. In all cases 
except the submaxillary gland when ephedrine exerts in- 
fluence the results may be probably referable to the changes 
In circulation. 

_ Absorption and Tozxicity.—Circulatory effects are 
immediately shown by intravenous injection, less rapidly 
by intramuscular or subcutaneous injection, or by the 


mouth. Intraperitoneal injection is also effective. The 


minimal effective dose in anaesthetized dogs is as small as 
0.25 mg. The minimum lethal dose varies in different 
animals and with different methods of administration. In 
frogs, when injected into the anterior lymph sac, it lies 
between 600 and 650 mg. per kilo of body weight. By 
intravenous injection the M.L.D. in white rats is 140 mg. 
per kilo of body weight, in rabbits 70 mg. per kilo, in cats 
75 mg. per kilo, and in dogs 70 mg. per kilo. By intra- 
muscular or subcutaneous injection rabbits can tolerate a 
much larger dose than the M.L.D., and by daily repeated 
intravenous injections they can stand a dose 840 times the 
M.L.D. without any pathological changes. There is no 
doubt that this drug has a low toxicity. 


Ephedrine in Experimental Shock and Haemorrhage. 

In anaesthetized dogs, ephedrine raises blood pressure 
in haemorrhage and experimental shock induced by 
histamine, peptone, anaphylaxis, or surgical violence and 
trauma. The rise in blood pressure is permanent under 
favourable conditions, and its effect is due to cardiac 
stimulation and not to arterial constriction. Ephedrine 
fails to act when the heart becomes impaired, or respiration 
ceases, or the degree of shock is too extensive, or when 
haemorrhage exceeds 25 per cent. of the total volume. 
It has, however, no harmful effects. Clinical use can prob- 
ably be made in the early stage and in mild forms of 
shock, or as a prophylactic drug against surgical shock in 
long operations. 

Clinical Uses. 

Ephedrine can replace adrenaline in several instances. 

(a) In Hypotension.—The only case of hypotension 
studied was .that of Addison’s disease, in which intra- 
muscular injections of 100 mg. of ephedrine twice daily 
raised blood pressure from 70/40 mm. to 110/68 mm. Hg 
for about two hours, and by mouth a single dose of 150 mg. 
maintained the pressure at a high level for over twenty 
hours. 

(b) In Asthma.—As a broncho-dilator ephedrine appears 
to be very efficient. In five cases treated the results were 
most convincing ; 80 to 150 mg. given intramuscularly never 
failed to relieve asthmatic attacks completely. The effects 
come on usually within fifteen minutes at the same time as’ 
blood pressure rises. In one case adrenaline was adminis- 
tered before ephedrine, but the patient’s dyspnoea did not 
totally disappear until the latter was used. This is con- 
sidered a temporary relief, although none of our treated 
patients have come back with recurrence of their complaint. 

The good features of ephedrine can be most conveniently 
summarized as follows: 

1. Ephedrine is chemically stable; age, exposure to light, 
or boiling does not alter its action. 

2. It has a persistent and uniform action, in contrast with 
that of adrenaline. 

3. It has a low toxicity. 
questionably very wide. 

4. It can be given very conveniently, either per os or by 
intramuscular injection. There is no local irritation. 


The margin of safety is un- 


Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


ESSENTIAL HAEMATURIA. 
Tur following details of a case of essential haematuria 
which occurred in Wuchang, Central China, in June, 
1926, seem to me to be of sufficient interest to merit 
publication. 


and otherwise healthy man, aged 29, with a negative 

family history for kidney trouble of any kind, had one attack 
of sibemiauria in Egypt in 1917. This was thoroughly imvesti- 
gated ; radiological and cystoscopic examinations were made without 
ewsult’ and no tubercle bacilli were detected. The right kidney 
only was affected, and the albuminuria was thought to be con- 
ected with a concurrent attack of appendicitis. The appendix 
was removed in 1919, and showed signs of previous inflammation... 
The first attack of haematuria occurred at_ the end of June, 

1926. The shade temperature was about 90°F., and the patient 
was working at high pressure, mentally and physically, but feeling 
fit. He first noticed blood in his urime after a strenuous game 
of tennis, followed immediately by a cold bath. The urine 
remained red that day, but the following middsy it was much 


m. 
res. 
ind 
Ine | 
hur 
ion 
‘iod | 
ike, | 
ht 
hey a 
fat 
ices. 
the 
‘ing 
was 
at 
an | 
of | 
of | 
is 
nost 
and | 
the | 
rror 
he 
rate 7 
urs. 
eal, 
[ism 
two 
was 
iter 
t to 
ient 
vera 
was = 
vers 
the 
10re 
atty 
tas 
ed, 
b of 
pos 
dy 


694 Oct. 1, 1927] 


MEMORANDA, 


Tre 
MepicaL 


clearer, andthe next day apparently normal. He took his tem- 
perature and found it to be normal, and therefore concluded that 
there was no malaria. He had no pain or general symptoms, 
and did not have medical advice. 
The second attack occurred ten days iater, after strenuous 
eg exertion when the air temperature was high. He had 
‘n moving boxes up and down stairs, and again had a cold 
bath, in accordance with his habit at that time. The attack was 
precisely similar to the first, and cleared up without. treatment. 
Shortly after this the patient left the plains and went up some 
4,000 feet into the hills, where the air temperature was about 
85° F. He arrived in a state of collapse, due to over-exertion 
and an attack of enteritis on the journey; he slept for thirty-six 
hours after his arrival, and recovered without other treatment 
than rest and dieting for a few days. There was no haematuria. 
The third attack of haematuria occurred after he had been in 
the hills for three or four days. There was no assignable’ cause 
for this attack, which lasted two or three days. He returned to 
Hankow, where the air temperature was unusually high at that 
‘ime; the haematuria reappeared at once. Microscopical examina- 
tion of the urine showed the presence of blood cells but nothing 
further. A radiological examination was negative. Cystoscopic 
examination revealed a normal bladder and blood-stained urine 
issuing from both ureteric orifices. Ureteric catheterization 
showed that both kidneys were bleeding, Urine was collected 
separately from each kidney and examined, and separate injec- 
tions were made into guinea-pigs. Both of these died, one after 
a few days, and the other after three weeks, but no tubercle 
bacilli were found at the necropsies. The bleeding was profuse 
the same day without 


after catheterization, but began to clear u 
The patient felt 


treatment; it has not recurred up to date. 
quite fit throughout. 


This case appears to me to deserve consideration because, 
in three out of the four attacks, the onset was definitely 
associated with a sudden change of temperature. In the 
first two attacks a high temperature was rapidly lowered 
by cold baths, and in the fourth the patient went from 
a@ comparatively cool climate to a very hot and humid one 
in an hour and a half. 

It is obviously impossible to generalize from a few 
attacks in one patient, but the case is of interest in 
suggesting a possible type of cause in some cases of 
unexplained haematuria, 

For permission to publish notes on the examinations made 
in Hankow I am indebted to Dr. Robert Aird. 


Maldon, Essex. Noran TrREGEAR, M.B., B.S. 


NOSE BLEEDING TREATED BY MORPHINE. 


[ pestrE to draw attention to the fact that hypodermic 
injection of morphine quickly controls bleeding from the 
nose, irrespective of the cause. The following cases illus- 
trate some of the types of nose bleeding in which it has 
been found of use. In none of them could a local cause 
af the bleeding be found. 


Case 1.—A married woman, aged 30, six months pregnant, began 
to suffer from profuse bleeding from the nose at about 9 p.m. 
he was so extremely nervous that it was _ po to plug even 
she anterior nares, and all other methods of treatment were of 
no avail. Twenty minutes after the injection of 1/4 grain of 
norphine the bleeding had ceased, and she had a good night's 
rest (which would have been unlikely with plugged nares). 

Case 2.—A married woman, aged when recovering from 
influenza had for several hours slight bleeding from the nose; 
the bleeding became extremely profuse, and showed no diminution 
in spite of applying the usual remedies, including adrenaline, but 
fifteen minutes after injection of 1/4 grain of morphine it had 
completely stopped. 

Case 3—A married woman, nged 55, suffering from chronic 
Interstitial nephritis, began to suffer from fairly —- haemor- 
rhage about 6 p.m. She objected at first to hypodermic injection, 
but as 1/4 grain of morphine by the mouth had no effect she 
consented to an injection of haemoplastin (a haemostatic serum) 
at about 10 p.m. As the bleeding had not stopped by midnight 
she was given an injection of 1/4 grain of morphine, and within 
half an hour the bleeding had stopped and she spent a good night. 
It is quite possible that a second injection of haemoplastin would 
have stopped the bleeding, but it was impossible to obtain more 
at that hour of the 

Casc 4.—A man, aged 22, suffering from congeniial-heart disease 
had bleeding from the teeth and nose. There was no history of 
injury. All the usual remedies had been tried, but without 
success. The bleeding stopped half an hour after the injection 
of 1/4 grain of morphine into one arm and haemoplastin into 
the other. Ii began —e after about twelve hours, and he was 
given an injection of 1/4 grain of morphine only; the bleeding 
stopped, but recurred next day; it ceased permanently after a 
further 1/4 grain of morphine given hypodermically. 


In all cases the morphine was combined with 1/150 grain 
of atropine. 


Dubiin. Sytv1a B. Wicoper, M.D.Univ. Dubl. 


APPARENT INFECTIVITY OF CANCER. 
GENERAL practitioners have often held beliefs which were 
not confirmed by contemporary research workers, though 
many such beliefs have since been found to be correct. On 
the vexed question of the causation of cancer I think most 
practitioners consider : 


(a) That cancer is an infecition—that is, caused by micro 
organism or organisms. 

(b) That there is a predisposing factor, particularly a hereditary 
— or a vocational predisposition. 

(c) That cancer is communicable, directly or indirectly, from 
one person to another. 

(d) That they therefore regard the spread of cancer from preity 
much the same standpoint as that of tuberculosis. 


The following is a type of the train of incidents on which 
these opinions are based. 


Mr. X. was an indulgent pipe-smoker, renewing an attractive and 
expensive type of pipe every few weeks. He had business dealings 
with A., B., and gr all fellmongers, and presented each with one 
of these used pipes. Unknown to all concerned Mr. X was 
suffering from cancer of the stomach, and died within a_ year, 
Within the next two or three years A., B., and C. all died of 
cancer—A. of the tongue and jaw, B. of the stomach, and 
C. of the bowel. One of A.’s family has subsequently died of 
cancer, another of so-called acute pancreatitis, while two surviving 
members are suffering from duodenal stenosis, a condition which is 


common in this area. 
I leave the reader to make his own deductions. 
J. MacLeop, M.B., Ch.B.Aberd. 


Ingleton, via Carnforth. 


ACTINOTHERAPY IN JOINT TUBERCULOSIS IN 
CHILDHOOD. 
Ar Alder Hey Hospital actinotherapy has been used in the 
treatment of tuberculosis of joints in children during the 
past twenty months. The type of lamps and the technique 
of treatment used are as follows: 

The open flamed carbon arc consuming 35 amps at 230 volis, 
general body baths exposure at a distance of 30 inches for 
periods commencing at five minutes and increasing to one and a 
half hours; a similar lamp fitted with tungsten-molybdeno-cored 
carbon electrodes consuming the same current, general body baths 
at a distance of 33 inches for periads of two minutes, increasing 
to ten minutes. Treatments were usually given three times 
a week, 

In estimating the effects of any treatment in joint 
tuberculosis in childhood it must bé borne in mind that the 
majority of patients recover under suitable hygienic and 
dietetic conditions; for example, in a series of 1,025 cases 
of tuberculous hips treated without actinotherapy the case 
mortality was 7.5 per cent." 

All our patients were under 16; they were treated on 
open-air balconies, and were given cod-liver oil and a diet 
rich in fats. Spine and hip cases were immobilized by 
spinal and abduction frames, and knee cases with Thomas 
bed knee splints. 


Hip cases (20). oon Worse. No 


With actinotherapy .. 
Spinal cases oe! 
With actinotherapy .. 4 
* All dead. 
Knee cases (8). 
With actinotherapy ... 
Without actinotherapy = 


Contrasted with other patients suffering from similar 
diseases, those receiving artificial light treatment on the 
whole did badly. When sinuses were present the exposure 
to ultra-violet rays increased the discharge and produced 
painful inflammatory changes in the surrounding sub 
cutaneous tissue; in a few instances the treatment seemed 
to increase the tendency to sinus formation by producing 
subacute cellulitis rather than a typical cold abscess. This 
was particularly noticed in cases exposed to the tungsten 
rays. Another objection to actinotherapy is that in prac 
tice it necessitates frequent lifting and transport of the 
patients, who are thus subjected to repeated minor degrees 
of trauma. 

In reviewing the records we find that some of the cases 
that were not making satisfactory progress under ordinary 
treatment were treated with actinotherapy; to some extent 


1 Haworth: Metropolitan Asylums Board Report for 1923, p. 259. 
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this may account for the disappointing results obtained, 
but we are convinced that actinotherapy is of little or no 
value in the treatment of this form of tuberculosis; in 
some cases it appeared to be injurious. 


We wish to thank Lieut.-Colonel P. Macdiarmid, the medical 
superintendent of Alder Hey Hospital, for permitting us to 


publish these cases. 
W. E. Crossir, M.B., B.Ch., D.P.H. 
R. Arpry, M.D. 
Alder Hey Hospital, Liverpool. 


A PAROXYSM OF AURICULAR FIBRILLATION. 
Ix the Journat of May 2ist (p. 919) Dr. E. E. Laslett 
publishes a case of a paroxysm of auricular fibrillation 
caused by an electric shock. I notice that he expressed the 
opinion that the condition may have been ‘‘ flutter”? rather 
than fibrillation. In this connexion I would like to record 
the following case. 


On June 13th, 1927, a man, aged 49, was admitted to the 
Waikato Hospital.. He stated that ten months previously, while 
mixing rabbit poison containing:strychnine, some of the powder 
blew up into his face and was inhaled. He collapsed (fright?) 
and next day an attack of pain in his chest took him to his 
doctor. The pain | off in three days. Three weeks later he 
was again attacked. This time he noticed that he was breathless 
and that a peculiar fluttering sensation was present in his left 
chest. Since then he had suffered a sequence of similar attacks at 
odd intervals which seemed to follow severe physical effort on his 
part. He stated that his pulse remained unaltered during the 
attack. He had a thrombosis of the right femoral vein arising 
from typhoid contracted twenty-five years ago, together with a 
large mass of varicose veins extending across the lower abdomen 
and an unhealed varicose ulcer of the left leg. 

When I saw him he was in bed and had been at rest for some 
hours. The heart’s apex beat was regular (68 to 70) and forceful, 
and was best seen about two inches below the nipple, in the nipple 
line. A second impulse could be seen and felt over the auricles. 
The biood pressure (systolic) was 130 mm. Hg. 
systole was 75, regular, The auricular systole was distinctly heard, 
regular and about 200 to the minute; no murmurs were heard. 
The Wassermann reaction was negative. 

There being no electro-cardiograph available it struck me that 
gz rays might be of value, and the patient was removed imme- 
diately to the x-ray room, where he was screened by Dr. Harris, 
the hospital radiologist, in the presence of myself and Dr. 
Crawford. Dr. Harris reported: ‘ Lateral diameter of heart 
increased; auricles show a rapid pulsation over 200—periodic; 
ventricles show a consistent steady beat, 70 to 80.” 

> was no synchronism between auricular and ventricular 
systoles. 

I demonstrated the case clinically the same night, but was told 
by the patient that we would not see anything as the flutterin 
had passed off. In this he was correct. The heart had return 
to normal, Auricular and ventricular systoles were synchronous 
and steady at 83. He was discharged on July 4th and has had 
fo recurrence, 


Epwarp C. Brewis, M.B., B.S.Dunelm. 


Hamilton, New Zealand. 


ATRESIA OF VAGINA WITH MENSES RETAINED 
TO THE AGE OF 26 YEARS. 

Tuts case is noteworthy in that the condition had persisted 

s0 long with trivial symptoms and that the uterus was able 

eventually to perform all its functions. 


At the age of 15 the patient had noticed slight pelvic pain on 
Several occasions at intervals of a month. From that time there 
had been no discomfort until just before admission to the hospital. 
There had been no disturbance of the functions of the bladder 
or rectum. She had been aware that the lower part of the 
abdomen was increasing in size, but this she had attributed to 
fat, as she had always heen decidedly well nourished. She had 
married at the age of 21. A few days before admission a black 
Vaginal discharge had made its appearance. 

The temperature was 99° F. and the pulse 120. On examination 
of the abdomen a median swelling, the size and shape of a six 
months’ pregnancy, was found; it was tense and fluctuant and 
rather tender on palpation. The external genitalia were rather 
small, but «otherwise normal. The remains of the hymen were 
seen, and a finger could be passed beyond it for a distance of 
an Inch and a half before being checked by a transverse septum, 
Further details could not at the time be made out on account 
of the black tarry fluid which obscured everything. 

Under an anaesthetic it was found that the fluid was exuding 
through a pinhole aperture in the transverse vaginal septum. This 
Was incised and the greater part of it was afterwards dissected 
iway. Krom three to four pints of black grumous fluid flowed 
out; it had the odour characteristic of a B. coli infection, and gas 
&scaped along with it. Irrigation with lysol lotion was continued 
until the cavity was clean. It was difficult to determine the exact 
state of affairs; the walls of the cavity were flaccid and thrown 
ine irregular oedematous projections; the wall was thickest at 

© summit and very thin in the lower part. It was concluded 


The ventricular. 


that both uterus and vagina had-been distended, but there had 
certainly been no distension of the Fallopian tubes. 

A swab taken from the fluid yielded a pure culture of B. coli. 
The portion of septum removed measured 4 mm. in thickness; 
a section showed that it was composed of fibrous tissue with 
some non-striped muscle, and was covered on either side with 
stratified squamous epithelium. 

After the operation there was never any cause for anxiety. 
The temperature remained about 100° F. for three days, and then 
all went well. She menstruated three times in a perfectly normal 
manner and then became pregnant. She gave birth to a full-term 
living child without any special difficulty. 


Aurrep Gove, M.B., Ch.M., F.R.C.S., 
Assistant Surgeon, Hospital for Women and 
Children, Leeds. 


INVERSION OF THE UTERUS. 

Tose who have seen a case of complete inversion of the 
uterus are almost unanimous in emphasizing the profound 
shock attendant upon this accident. In the case reported 
by Dr. Fotheringham in the JournaL of August 27th 
(p. 350) the time which necessarily elapsed before his 
arrival, and possibly the manipulations of the midwife, 
would be ample to account fer the condition of the patient. 
It is comforting to remember that the occurrence of inver- 
sion of the third degree is not, at the moment, necessarily 
accompanied by shock, or haemorrhage, or great pain. 

In January, 1925, I was called to a pone primipara, healthy. 
but not at all robust. The liquor amnii had come away twenty- 
four hours before. The head was well down, but the patient was 
tired out and the pains poor. The head was delivered with 
forceps under CE, enacsthesia, and the anaesthetic then with- 
drawn. After birth of the child the placenta was difficult to 
expel, and rather forcible expression was used, but only during 
uterine contraction. The cord was not pulled upon. At the 
moment when the placenta appeared to be coming away the 
uterus was felt to disappear from above the pubes, and the 
inverted organ, still covered by the placenta, came out through 
the vulva. The patient was perfectly conscious, complained of 
no great pain, and might have been described as ‘“‘ fairly com- 
fortable.” After peeling off the placenta the uterus, grasped 
in the right hand, was returned into the vagina and bimanual 
reduction effected without difficulty. 

The surprising absence of shock made me wonder whether 
the condition usually ascribed to the patient may not 
sometimes be in realitythe condition of the doctor himself— 
confronfed for the first time with a complication which 
had been a dreaded nightmare to him since his student days. 


C. C. Ex.iorr, M.D., F.R.C.S.Ed. 


Leicester. 


SUBCUTANEOUS DRAINAGE OF ASCITIC FLUID. 
Tue following details of a case of ascites treated by per- 
manent diainage of the fluid into the subcutaneous tissues 
seem to be worthy of record. 


A woman, aged 35, was admitted to hospital suffering from 
ascites. Her general condition was weak, and the liver and spleen 
were much enlarged, but the heart and kidneys were normal. 
Before admission she had been tapped eight times at intervals of 
about two weeks, and at each tapping nearly 20 pints of fluid 

In similar cases previously I had tried artificial drainage by 
a short straight cannula and also by passing silk threads through 
the periioneal cavity into the subcutaneous tissue of the groin, 
but after two or three weeks the fluid again oo to accumulate. 
For this case, therefore, I devised a curved silver cannula about 
2 inches long with two circular flanges at the curved end. A semi- 
circular .incision was made in the left iliac —— and a flap of 
skin was turned down. The muscles were split by McBurney’s 
method and an opening was made in the peritoneal cavity. One 
flange of the cannula was inserted in the cavity and a purse- 
string silk suture was passed through the peritoneum and tied 
tightly round the neck of the cannula between the two flanges. 
In order to keep the cannula in position it was fixed to the 
muscles by silver wire passed through the holes in the outside 
flange. The straight on of the cannula pointing downwards was 
inserted in a pocket made in the subcutaneous tissue. The muscles 
were stiiched and the skin united by metal clips. . 

At the operation I had left half the quantity of fluid in the 
peritoneal cavity. This was evidently draining well, as on the 
third day after the operation there was a marked collection of 
fluid in the subcutaneous tissue of the left iliac region, groin, 
and vulva. In order to relieve the excessive pressure © this 
fluid I tapped the patient; compresses of lead lotion were applied 
to the swollen parts and the swelling rapidly subsided. The clips 
were removed on the sixth day and the wound was quite healed. 
Eighteen days after the erformance of the operation the patient 
was discharged, and her usband reported four months later that 
she was well and that there was no sign of refilling. 

D. N. Katyanvata, 


Porbandar, India, M.R.C.S., L.R.C.P. 
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CONDITIONED REFLEXES. 

Ai1novcn Professor Paviov, together with numerous 
pupils and associates, has been engaged for some twenty 
years on the study of the conditioned reflexes, the results 
of these most valuable researches, which were almost 
entirely published in the Russian language, have hitherto 
been almest inaccessible to English readers. By a happy 
combination of circumstances the results obtained up till 
quite recently are now placed within their reach. With 
the assistance of the Royal Society, the translation of 
Professor Pavlov’s book! on the subject, which was pub- 
lished in Russian in 1926, has been carried out by Dr. 
G. V. Anrer, who combines the advantages of being a 
Russian-born subject naturalized in Britain and a former 
pupil and collaborator of Pavlov’s in these investigations 
on the conditioned reflexes. 

On reading through this remarkable book one cannot 
fail to feel that one is treading on fresh ground, and 
getting an entirely new aspett of the functions of the 
cerebral cortex. These functions are treated purely 
objectively, and even though the treatment may often be, 
of necessity, provisionally of an empirical nature, the 
advance is none the less clear. With one step, never to be 
forgotten in the history of physiology and psychology, this 
book carries us from the period of introspective observation 
and impotent speculation into a period of direct experi- 
mental inquiry which will extend far into the future. 

The method employed in these inquiries is essentially 
simple in principle; in its applications there is no doubt 
much advance yet to be made, for almost the only un- 
conditioned reflexes which have been studied up to the 
present have been those connected with the response to 
feod or other substances placed in the mouths of dogs, 
the response chosen being the secretion of saliva. If the 
administration of food is accompanied or immediately pre- 
ceded by some stimulus to which the animal is normally 
indifferent, this stimulus comes, after a number of repeti- 
tions of this so-called reinforced combination, itself to 
acquire the power of exciting the alimentary response, 
even though not reinforced by administration of food. 
The extent of this resporse can be measured in drops of 
saliva secreted in a given time. The stimulus has acquired 
the properties of what is called a conditioned stimulus. 
These facts form the starting-point of the investigations, 
by an objective method, into the functions of the cerebral 
cortex in the dog. Anything which can be appreciated 
by the cortical apparatus can be made the basis of a 
conditioned reflex. Thus, for instance, the passage of a 
certain interval of time, as when the conditioned stimulus 
is habitually given at a certain moment before the reinforce- 
ment, may be one of the conditions, these being called 
trace reflexes, and so on. 

Conditioned reflexes are very readily influenced by a 
variety of inhibitory conditions. For instance, any un- 
usual stimulus will, by arousing an investigatory reflex, 
produce what is termed external inhibition, so that the 
normal response remains in abeyance. For this reason 
the experiments must be conducted in a specially con- 
structed laboratory, in which the animals can be isolated 
from all undesired stimuli, including the presence of the 
experimenter. Several chapters are devoted to the subject 
of inhibition, and it is this portion of the book which gives 
most food for thought. The descriptions of the spread 
and concentration of the inhibitory process, of the mutual 
induction of excitation and inhibition, of the causation of 
sleep, of the phenomena of differential inhibition, etc., are 
all of the greatest interest, but too intricate to be-even 
outlined here. 

One or two elementary points can alone be mentioned 
in order merely to indicate the general nature of the 
phenomena. The trace reflex has been seferred to above 
as one in which, while the reflex is being built up, a 
definite time elapses between the conditioned stimulus and 
the reinforcement. After a certain number of repetitions of 


‘ Conditioned Reflexes. By I. P. Pavioy, For.Mem.R.S. Translated and 
edited by G. V. Anrep, M.D., D.Sc. London: Milford, Oxford University 
Press. 1927. (Roy. 8vo, pp. xv + 430; 17 figures. 28s. net.) 


the combination, the passage of this period of time acquires 
conditioned properties, so that when not reinforced the 
response will only follow after the lapse of this time. What 
is happening during this period to prevent the stimulus 
from acting? The answer is provided by the application of 


some mild stimulus, capable of causing some degree of 


external inhibition during this latent period; the astonish. 
ing result of such a stimulus is that secretion begins 
forthwith. The inference is that during the interval the 
effects of the conditioned stimulus were being subjected to 
an internal inhibition, and the effect of the external 
stimulus was to inhibit this inhibition, and so reveal the 
response which was in abeyance during the interval. That 
this explanation of the phenomenon as due to dis. 
inhibition is the correct one there seems to be little 
reasonable doubt, for it is supported by much collateral 
evidence. 

If two somewhat similar stimuli are employed, and one 
of them is associated with reinforcement while the other 
one is not, then the first becomes a conditioned stimulus 
and the other does not; by making the negative one 
nearer and nearer in properties to the positive one it is 
possible to investigate the powers of discrimination which 
the animal can exhibit; thus a great deal can be learned 
of tho delicacy of sensation of dogs. In this way it can be 
shown that dogs can discriminate very small differences of 


tone, of shape, of direction of movement, of different rates, 


of a metronome, etc. 

The state of inhibition is physiologically a condition 
of rest. States of excitation or inhibition have a ten- 
dency to spread in the cortex from the site where the 
process initiates to surrounding zones. This tendency is 
counteracted by the process of induction, by which an area 
of inhibition induces a state of excitation in surrounding 
areas; the processes of irradiation and of induction are 
thus antagonistic ones. In its functions the cortex acts 
as a mosaic of kaleidoscopic character, excitation, inhibi- 
tion, irradiation, and induction playing off in endless 
variation one against the other. Sooner or later, however, 
owing to fatigue, the inhibitory process spreads more and 
more widely, and we have the phenomenon of sleep or, 
under particular conditions, hypnosis. Often in the per- 
formance of these experiments, when certain conditions 
prevailed the animals fell into a sleep so deep that they 
were with difficulty aroused. For instance, in trace 
refiexes with long delay the animals often fell asleep 
during the interval preceding the response. Many experi- 
ments of pathological significance have also been per- 
formed: portions of the cortex have been excised, various 
sense organs damaged, and other similar investigations 
begun. 

Tt is pointed out that as yet all these results obtained 
on the dog can only be applied with great caution and 
much reserve to man. As the subject grows and the 
fundamental principles of the functions of the cerebral 
certex begin to clarify, these applications can be made 
without doubt; but there is much yet to be done before 
this stage can profitably be commenced. 

The editor, Dr. Anrep, is to be congratulated most 
warmly on the excellence and readability of his transla- 
tion, as well as on the skill which he has shown in adapting 
into English an entire new terminology in an undoubtedly 
difficult subject. 
C. Lovatr Evans. 


DISEASES OF THE TONGUE. 
THERE is room at the present time for a new textbook on 
The Tongue and its Diseases,? and Mr. Duncan Fitz 
WILLIaMs’s work on that subject supplies the want in a way 
which leaves nothing to be desired. It is very complete as 
regards the various lesions of the organ, mention being 
made of all the rarer as well as the more common affec- 
tions; and the subject matter is presented in a mannef 
addressed rather to the practitioner than the student 
preparing for examination. The recommendations with 
regard to treatment are put particularly well; cut and 


2 The Tongue and its Diseases. By Duncan C. L, Fitzwilliams, C.M.G5 
M.D., Ch.M., F.R.C.S.Edin. and Eng. Oxford Medical Publications, 
Oxford : Milford, Oxford University Press. 1927. (Demy 8vo, pp. xvi + 505; 
16 figures, 6 plates. 36s. net.) 
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dried rules are avoided, _and the practitioner will find 
many useful hints and details such as are often missing in 
more formal textbooks, but which are of the essence of 
sucecss in actual practice. 

The author evidently writes directly from his own per- 
sonal knowledge, while freely inserting descriptions of 
eases under other surgeons, wherever special points need 
emphasis. In his preface he appeals to medical men to 
instruct their public as to the curability of cancer when 
recognized in its early stage, advice-which is so repeatedly 
given in these days that one may suppose that every 
practitioner must be alive to the importance of it. Cancer 
is stated to be a curable disease in 80 to $0 per cent. of 
patients, if oniy it can be removed when it 1s still local 
and has not extended into the lymphatics, As regards 
cancer of the tongue, if the operation is done before dis- 
semination has occurred it need not be a large one, it will 
establish the diagnesis, and further operation may not be 
required. This has been emphasized by some surgeons. 
Trotter, for example, states, ‘‘I have never seen such a 
ease in which, after suitable (limited) operation, local 
recurrence has taken place.’’ One of the most important 
points to remember both for the patient and the medical 
man, in order to ensure an early diagnosis, is that a very 
characteristic feature of early cancer anywhere is its lack 
of symptoms—pain, for example. ‘The following statistics 
are of interest: In Butlin’s series of 197 cases 27.8 per 
cent. were well after 3 years, the longest survival being 
23 years; Bloodgood, in £260 cases, reported that of 36 early 
eases he had 62 per cent. of five-year cures, while in 
75 cases of late carcinoma he had only 12 per cent. of such 
cures. At the Mayo Clinic, 30.8 per cent. were alive after 
3 years, and 24.4 after 5 years, but 61 per cent. of those 
who presented themselves for examination had been re- 
jected as inoperable; Caird, in 60 cases, had 24 per cent. 
of three-year cures, and Cobb and Simmons, in 56 cases, 
reported 14.3 per cent. of such cures. The only figures, 
therefore, that give a 30 per cent. cure for three years 
are those of the Mayo Clinic, and then only after excluding 
61 per cent. as inoperable cases. Subsequent operations on 
the glands, although not as promising as primary opera- 
tions, are still often successful. Treatment of cancer of 
the tongue by @ rays and radium has proved singularly 
unsatisfactory, and it is rare even to obtain any alleviation 
of the symptoms. With regard to the operation for 
removal of the growth, the author remarks that, probably 


\“ with the exeeption of a few to whom the compliment may be 
|paid of saying ihat their interest in the matter is above the 
average, most surgeons conduct the operation along the following 
‘lines. Having decided upon an intrabuccal operation, they dissect 
out the submaxillary gland and any carotid glands they may 
find, ligate the lingnal artery, and then proceed to the removal 
of the tongue. If the whole tongue is to be removed both sides 
of the neck will need to be dealt with in the above manner. It is 
not too much to say that the after-results in these cases are as 
bad as any we have in surgery.” 


The author considers that, in tho first place, it is not 
necessary to ligate the lingual artery, and secondly that it 
is quite inadmissible to remove the tongue locally and 
dissect the neck at the same operation; the latter should 
be done as a distinct operation a fortnight after the local 
removal of the tongue, when the mouth wound has healed. 
The best mode of administering the anaesthetic he con- 
siders to be through a small transverse incision in the 
crico-thyroid membrane, and he holds that Jaryngotomy is 
preferable to intratracheal anaesthesia, not only in cases 
of large fungating growths, but also in those of small 
size. 


As to the best anaesthetic to use he remarks 


“We know that the number of deaths upon the table is greater 
with chloroform than with ether. I am ain, however, That if 
the deaths were taken for fourteen days from the commencement 
of the operation, the figures would be reversed, and the ether 


deaths would exceed those of chloroform in a most decided 
manner.”’ 


He remarks on the importance of having the ether warmed, 
and on the tendency of a preliminary injection of morphine 
to prevent the rapid return of the coughing and swallowing 


tones which are of such importance in operations of this 
character. 


THE PSYCHOLOGY OF THE EMOTIONS. 
Emotion and Insanity® is the title of a translation of a 
monograph by Dr. S. Tuatsirzer, chief of the medical 
staff in the Copenhagen Asylum. This work is essentially 
a contribution to academic or ‘‘ pure ’’ psychology rather 
than to psychiatry. A descriptive study of the variations 
in mood in the manic-depressive psychoses is utilized by 
its author to throw light upon the nature of normal 
feeling and emotions. Dr. Thaibitzer points out that we 
have learnt much about the centres now definitely estab- 
lished in the cerebral cortex, and of their tracts to and 
from the periphery, from the investigation of cases of 
degeneration of those tracts brought about by disease. 
Similarly, he contends, we profit by the study of mental 
diseases in order to arrive at an understanding of the 
corresponding normal conditions. 

The author’s arguments and clinical investigations lead 
him, to a conclusion which strongly favours the existence 
of a ‘‘ feeling centre.’’ He considers it to be definitely 
established that feeling is not a by-product of brain cells 
which have another function, and argues that if we recog- 
nize feeling to be an elementary psychic function, we must 
also acknowledge that it preceeds from its own cells, which 
are collected in a “ feeling centre.’? Furthermore, from 
the physiological point of view this centre must, he thinks, 
behave in exactly the same way as all other bodily 
organisms, especially in that its specific function can only 
increase or decrease; the change makes itself known 
psychically as exalted fecling (pleasure) or depressed 
feeling (displeasure). He agrees that as to the position of 
this feeling centre we have no certain knowledge, but 
he brings forward arguments in favour of the view 
that it is probably situated in the occipital lobes (gyri 
occipitales). 

The book raises problems of interest both to the neuro- 
logist and psychologist. It is eminently readable, and its 
argument well sustained. Professor Hérrprxc writes an 
appreciative preface. 


DISEASES OF THE NERVOUS SYSTEM. 

A New impression of the late Professor Drsertne’s well 
known Sémiologie des Affections du Systeme Nerveur* has 
made its appearance. The first edition was published in 
1900, and the present volume is a reprint of the second 
edition, published in 1914; no alteration has been made in 
the work as written by Professor Dejerine, but the- index 
has been made more complete. This book is not written on 
the usual plan of the average medical textbook, which 
deals successively with the etiology, symptomatology, dia- 
gnosis, and treatment of individual diseases. It assumes 
that the reader has sufficient knowledge of the essential 
facts of anatomy and pathology as they apply to the 
nervous system, and proceeds at once to consideration of 
the syndromes of disease in the widest sense to include 
the subjective and objective symptoms, their differential 
diagnosis, their pathology, and their mode of production. 
The great clinical and pathological experience of the 
author enabled him to carry out this plan to perfection. 

The volume contains over twelve hundred pages of text 
with 564 figures and 3 plates; it is well produced and well 
bound. Detailed description of a classical work of this 
magnitude is not possible and is not called for. The main 
divisions of the chapters are into disorders of the higher 
mental faculties (coma, affections of sleep, apraxia, and 
so on), disorders of language, of movement, of sensibility, 
of co-ordination, of the reflexes, of the vegetative nervous 
system, and of the special senses. One chapter, moreover, 
is devoted to the significance of changes in the cerebro- 
spinal fluid. In the particular copy before us an error of 
binding has led to the repetition of certain pages (pp. 1073- 
1088) and the omission of others (pp. 1089-1104). 


3 Emotion and Insanity. By S. Thalbitzer. With a preface by Professo: 
Harald Héffding. Translated by M. G. Beard, M.A,Oxon. Internationa 
Library of Psychology, Philosophy, and Scientific Method. London: 
Kegan Paul, Trench, Frubner and Co., Ltd.; New York: Harcourt, Brace 
and Co., Inc. 1926. (Vemy 8vo, pp. x + 126, 7s. 6d. net.) 

4Sémiologie des Ajfections du Syst?®me Nerveur. By J. Dejerina 
Reprint of the second edition. Paris: Masson et Cie. 1926. (645 x 10}, 
pp. xxvi + 1220; 564 figures, 3 plates. 190 fr.) 
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Dr. Pavut van GenucnteN has edited and revised a new 
edition of Les Maladies Nerveuses® of the late Professor 
A. van Genucn7eN of Louvain. The first edition, prepared 
eriginally in 1914, but published shortly after the war, was 
exhausted over a year ago. The present edition maintains 
the same general character as the first, but much revision 
and addition has been necessary to bring it into line with 
the important extension of knowledge which has taken 
place since 1914. Diseases such as the Parkinsonian syn- 
drome, the chorea of Sydenham, and the epilepsies can no 
longer be classified as functional disorders, though their 
exact organic basis is still not clearly defined. Lesions of 
the corpus striatum and the extrapyramidal system have 
been brought into prominence by the devastating effects of 
epidemic encephalitis. Due attention is given in the new 
edition to these.fresh factors in neurology, as also to new 
diagnostic methods such as the introduction by Sicard of 
lipiodol in the localization of the site of spinal com- 
pression, and of ventriculography as an aid to the diagnosis 
of cerebral lesions. The description in the first edition 
of the spino-thalamic tracts as traversing the cere- 
bellum is abandoned in favour of the modern view. 
The general plan of the book follows the systematic 
teaching given at the University of Louvain, and a very 
comprehensive account of nervous diseases is provided on 
lines essentially clinical. The printing and paper are 
excellent, and it is unfortunate that so important a book 
should be issued with a paper binding which soon parts 
company with the leaves and makes the handling of the 

k, necessarily a heavy one, awkward and _ irritating. 
The illustrations are altogether admirable, the large 
majority being photographic reproductions of cases or of 
microscopic sections. 


The clinical lectures in neurology and _ psychiatry 
delivered to students of the Ecole du Val-de-Grace (Ecole 
du Service de Santé Militaire) have been put together in 
a volume® by Dr. A. Rovevier, Professeur Agrégé in the 
school. It is of moderate size and is designed as a sum- 
mary of modern views on neurology and psychiatry for 
the benefit particularly of general practitioners and junior 
hospital workers. It is written essentially from the clinical 
point of view as an aid to the investigation of cases, but 
considerable space is devoted to anatomical and _physio- 
logical considerations which are necessary for an under- 
standing of the abnormalities of function manifested by 
disease. Thus reference is made to modern work on the 
extrapyramidal motor system, on cerebellar function, and 
on the reflex functions of the spinal cord. In a book with 
the objects mentioned a certain dogmatism is permissible, 
but on the whole the author has been careful to distinguish 
hypotheses from facts, especially in his descriptions of 
recent views on the subthalamic region. One might have 
expected more reference to the work of Head and Riddoch 
on the functions of the isolated spinal cord in man, owing 
to its important practical bearing. The clinical accounts 
of nervous diseases are succinct and clear, and the general 
plan of the book is excellent. 


THE PLAGUE. 


Tue last severe epidemic of plague in London, which was 
followed by the Great Fire, has impressed itself so deeply 
on our imaginations as ‘“‘ The Great Plague ” that we are 
apt to forget that it was only one of a number of terrible 
epidemics, just as the fire was not. the only great conflagra- 
tion in the city, although it was the greatest. The genius 
of Defoe has given us a fictitious account which has so 
much truth in it, and, like all his work, has such an air 
of fact, that the mind’s eye is apt to be focused only on 
the nearest of the series of epidemics which ravaged Europe 
during at least three centuries. Readers of Dr. Creighton’s 
History of Epidemics in Britain, and of Mr. Walter G. 
Bell’s more recent work on the Great Plague in London 


Les Maladies Nerveuses. Professor A. van Gehuchten. New 
edition, revised by Dr. P. van Gehuchten. Louvain: Librairie Univer- 
sitaire. 1926. (Roy. 8vo, Rp. : figures.) 

es Praticiens. By Dr. A, uquier. Paris: Gaston Doi ie. 
(ica. Bvo, pp. 270; 9 figures, 32 fr.) 


in 1665, know better. Mr. F. P. Witson’s book on The 
Plague in Shakespeare’s London’ now comes as a useful 


reminder of the facts, as far as the first half of the seven. _ 


teenth century is concerned, for Mr. Wilson does not tig 
himself down to the period covered by Shakespeare’s life, 
but includes the great epidemic of 1625, which occurred 
nine years after his death. In this year it is computed 
that more than one-sixth of the population of London died 
of the plague, and the impression made on contem- 
poraries was thus expressed by the author of Lachrymae 
Londinienses: ‘to this present Plague of Pestilence, all 
former Plagues were but pettie ones. . . . This to future 
Ages and Historiographers must needs be kalendered the 
Great Plague.’”? The writer could not know that forty 
years later the pestilence was to take over one hundred 
thousand lives in an epidemic that would be known to 
posterity as the ‘Great ’”’ plague, and ho was probably 
unaware of the terrible visitations which occurred before 
his time. 

Both Mr. Walter G. Bell and Mr. Wilson impress upon 
us the fact that plague was always a scourge of the poor 
and lowly. Hardly any persons of note died of it in all 
the epidemics, either because they found safety in flight or 
because their better circumstances protected them from the 
rat-flea. Yet no one in England then suspected the rat of 
being the harbourer of infection. Dogs and cats were 
condemned to death, and great numbers of the first-named 
were slaughtered, so great that we are led to think that 
London must have supported a dog population comparable 
with that of Constantinople in more recent days, before 
the Young Turks ruthlessly deported their quadruped 
scavengers. Mr. Wilson says that the statement of Defoe 
that 40,000 dogs were killed during the plague of 1665 does 
not sound to him extravagant. There are many interesting 
illustrations to this book, among which that of the rat- 
catcher on page 37 is most attractive. This artist appears, 
like the Pied Piper, to be dancing, and performing a 
complicated cross-legged step which is hardly consistent 
with rapid progress; or else he suffers from ankylosis of 
both hips in an adducted position, which would surely 
hinder his success as a captor of so nimble a rodent as 
the rat, whether black or brown. 

In his preface Mr. Wilson tells us that he began this 
work as a commentary on some pamphlets of Thomas 
Dekker, the dramatist, on the plagues of 1603 and 1625, 
but he has gone far beyond his original intention and 
made very extensive researches which have resulted in the 
production of this learned and well documented work. 

In an appendix he gives a valuable account of the origin 
and history of the bills of mortality, with photographie 
reproductions of some of the rarest of them. It will be 
remembered that we called attention to this interesting 
subject in an article under the head “‘ Nova et Vetera,” 
published a year ago (October Sth, p. 645). Mr. Wilson’s 
chapter on the population of London in the early seven- 
teenth century contains much that is of value, although in 
the absence of anything like a census all estimates before 
1801 must remain more or less conjectural. 

What of the members of the medical profession in the 
plague years? We fear they showed little more courage 
than the clergy, though it could be said for the physicians 
that most of them went with or followed their patients into 
the country; probably their absence or presence had little 


or no effect on plague mortality, for, knowing nothing of ~ 


the cause or the pathology of the disease, they were quite 
unable to treat it successfully. Yet by unconscious sugges- 
tion the physician was no doubt able to hearten the 
sufferer and give hope to him and his relatives. There 
were notable exceptions among the physicians to the rule 
of flight. Some of the best, such as the great Francis 
Glisson, stayed in the infected city and saw the epidemic 
through. There was, however, some provision for the 
medical care of the plague-stricken, for in 1625 the city. 
spent £290 6s. 8d. in fees for this work, and the names of 
the surgeons to the pest house in 1606 and 1625 are on 


record. 


* The Plague in Shakespeare's London. By F. P. Wilson. Oxford 
‘The Clarendon Press. 1927. 
12s. 6d. net.) 
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_Mr. Wilson’s work professes to deal with plague in 
London only, but other towns and even country places 
suffered as severely, although, being small, the mortality 
does not impress the imagination as do the vast totals of 
the metropolis. As a matter of fact, and as Mr. Bell has 
pointed out, the last epidemics of plague in England 
occurred after the great one of 1665, not in London but 
jin provincial towns, among which Nottingham had the mis- 
fortune to be the last instance if, as is probable, that 
epidemic was really one of plague. 


X RAYS IN DERMATOLOGY. 

Tue administration of ¢ rays in appropriate dosage forms 
such an important part of dermatological therapeutics that 
we welcome Dr. O’Mat.ey’s translation of the work* on 
this subject by Drs. Arzr and Fuus of Vienna. Their 
practice differs somewhat from that in fashion among 
British dermatologists, and their advice on the choice of 
apparatus might well have been modified by the translator 
to meet British requirements, for the original authors 
have naturally considered only apparatus of Teutonic 
origin. Nevertheless, the principles to be followed by the 
purchaser of an 2-ray outfit intended only for dermato- 
logical therapeutics remain the same; and, mutatis mutandis 
to suit local conditions, the advice holds good. In fact, 
the authors evidently conduct their procedure with great 
care and scientific precision—precautions eminently neces- 
sary in the use of x rays, which are agents of such potency 
for evil as well as good—and those who follow their advice 
should get good results in practice without risking their 
own health. As the authors say, there is nowadays no 
excuse for the occurrence of 2-ray dermatitis in those who 
employ x rays for medical purposes. 

Like other workers, the authors recommend in almost 
all cases the employment of filtered rays, which they 
consider much safer than unfiltered. The most striking 
difference between their methods and those in vogue here 
is in the epilation of the scalp. They have modified the 
original Kienbock-Adanison method by dividing the scalp 
into six areas instead of five, and they take three days 
over the whole operation, as they do only two areas each 
day. This spreading out of the work is for the purpose 
of avoiding z-ray sickness and meningeal irritation. These, 
however, are dangers which, in our opinion, hardly exist. 
At all events, we are aware of long series of cases of ring- 
worm treated in this country in which the whole scalp has 
been epilated at one sitting without any ill effects of any 
kind. Moreover, in Vienna after epilation has taken place 
the scalp is twice desquamated by the application of 
iodine. Possibly the large-spored ringworm common in 
Austria is more resistant than our microsporon, and 
requires this extra attention. 

The translation is good and clear for the most part, but 
in a few places the meaning is ambiguous owing to clumsy 
phraseology. All dermatologists and radiologists will find 
the volume useful. 


NOTES ON BOOKS. 


Ir has been said by many people of Mettor’s Chemistry® 
that wherever they glance at a page they want to go on 
reading. Such a compliment deserves to be recorded, for it 
cannot often be said of an encyclopaedic work of reference, 
We have referred previously to the first six volumes at the 
time of publication, and have mentioned the abundance of 
detail incorporated, the connected order of arrangement, the 
clear manner of expression, and the facility with which every- 
thing sought can be found. The seventh volume is now before 
us, and we observe that the qualities shown in the preceding 
six are undiminished. The seventh volume deals with 
titanium, zirconium, hafnium, thorium, germanium, tin, lead, 
and the inert gases, as they are here called, following the 
physicist’s nomenclature. It would seem more proper, how- 
ever, that these gases, which include helium, neon, argon, and 
others, should be called the inert elements. The rarer elements 


. © Réntgen Rays in Dermatology. By L. Arzt, M.D., and H. Fuhs, M.D, 
Authorized translation by C. Kevin’ O'Malley, M.C., M.B. London: 
Baillitre, Tindall and Cox. 1927. (Roy. 8vo, pp. xiv + 202; 57 figures, 
5 plates. 18s, net.) 

°A Comprehensive Treatise on Inorganic and Theoretical Chemistry. 
Vol. VII: Inert Gases. By J. W. Mellor, D.Sc. London and New York: 
gnemans, Green and Co., Ltd. 1927, (Roy. 8vo, pp. x + 977; 255 figures, 

net. 


of the above named group offer numerous features of special 
interest fo the chemist, and thorium, which has a considerable 
economic importance, presents many difficulties to the techno- 
logist. To many this volume will, therefore, be especially 
valuable for the ready access it affords to all available informa- 
tion concerning them. The chapters on the commoner metals, 
tin and lead, are characterized by the variety of interests 
presented in different fields of study. Among these the 
crystallographer and the metallurgtst will find a mine of 
information. The whole, when completed, will be a monu- 
mental work of a standard of excellence worthy of the science 
which it serves. 


Dr. J. Watrace’s little work on The Teeth and Health,’ 
which is one of the latest additions to the series of Modern 
Health Books edited by Professor D. Fraser-Harris, contains a 
popular exposition of the anatomy of the teeth, the physiology 
of mastication, cause and prevention of pyorrhoea, and focal 
sepsis and inf--tion. In the concluding chapter the importance 
of a diffusion of knowledge of the principles of oral hygiene 
is emphasized. The work is especially suitable for wales 
workers and those engaged in the education of children. 


That only after nearly twenty years has the small volume 
Aids to Tropical Medicine™ reached its third edition perhaps 
speaks for itself. In the preface to the first edition the author 
stated that it ‘‘ does not in any way aim at providing a text- 
book on the subject, but is rather intended to form a student’s 
notebook.’’ Frankly, however, it would not seem to serve any 
useful purpose to the present-day student of diseases of warm 
countries. 


The seventh edition of Curr and Pucn’s Practical Nursing,'? 
which has appeared a little more than three years after the 
last (see JouRNaL, September 20th, 1924, p. 524), has been 
enlarged and revised “ Dr. Gordon Pugh, who has added 
100 pages and 50 illustrations. The principal additions will 
be found in the sections concerned with milk and dietetics, 


ward work and hospital administration, diabetes and insulin® 


treatment, infant feeding and diseases of childhood, the nursing 
after special operations and of orthopaedic cases, and the use 
of ultra-violet light and 2x rays in diagnosis and treatment. 
Another new feature is that all the questions which have been 
set at the written examinations of the General Nursing Council 
of England and Wales for the certificates of general nursing, 
sick children's nurses, and fever nursing from the beginning 
to the present time have been included in an appendix. 


It appears that at the Harvard Medical School it is the 
custom of the professor of medicine, Dr. F. W. Prasopy, to 
address the students on ‘‘ The care of the patient.’? One of 
the professor’s little talks has been reproduced under this 
title in book form'* from the columns of the Journal of the 
American Medical Association. Dr. Peabody's text is that, 
while the treatment of a disease may he entirely impersonal, 
the care of a patient must be completely personal; and he asks 
whether it is possible for the student to form such personal 
relationship in an impersonal institution such as a_ hospital. 
He finds that it is possible, and urges the student to approach 
the patient with sympathy, tact, and consideration, to get his 
confidence, so that the patient may come to regard the student 
as his own personal physician, and all the rest as mere con- 
sultants. Sickness, says Dr. Peabody, produces an abnormally 
sensitive emotional state in almost everyone; in many cases 
the emotional state repercusses on the organic disease. Even 
so-called functional diseases are just as real to ihe patient as 
organic disease; and the student’s interest in the patient 
should not evaporate when organic disease has been excluded. 
Rather should he be stimulated to search further for the cause 
that has remained hidden, and so prepare himself for the more 
personal relationships which are inherent in the private practice 
of medicine. The book should be not only useful to the 
student, but also a pleasing reminder to the practitioner of 
one of his chief functions in curing the sick. 


Dr. Srvart Kay of Mackay, Queensland, 2 to dislike 
Jews, to despise Englishmen, and to loathe Spaniards. In a 
collection of 7’ravel Notes,’ originally written for the Mackay 


10 eth and Health. By J. Sim Wallace, D.Sc., M.D., L.D.S. 
The Health Books. Lenten : Faber and Gwyer Scientific 
Press). 1926. (Feap. 8vo PP. 214; 8 figures. 3s. 6d. net.) 

11 Aids to Tropical Medicine. By Gilbert E. Brooke, M.A.Cantab. 
L.R.C.P.Ed., D.P.H. Third edition, revised. London: Bailliére, Tindall 
and Cox. 1927. (Fcap. 8vo, pp. x + 228; 37 figures, 1 plate. 4s. 6d. net.) 

12 Practical ata including Hygiene and Dietetics. =, the late 
Herbert E. Cuff, M.D., F.R.C.S., and W. T. Gordon Pugh, M.D., B. 
Seventh edition. Rewritten and Edinburgh and London: 
William Blackwood and Sons, Ltd. 1927. (Cr. 8vo, pp. xi + 754; illus 
trated. 10s. 6d. net.) 

13 The Care of the Patient. By Francis Weld Peabody, M.D. Cambri 
Mass.: Harvard University Press; London: Milford, Oxford University 
Press, 1927. (44 x 7, pp. 48. 4s. 6d. net.) 

14 Travel Notes. By Stuart Kay, M.B., Ch.M., Major A.A.M.C. (Reserve). 
Sydney: J. A. Packer. 1927. (54 x 8}, pp. 74.) 
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Daily Mercury, he describes an odyssey he made in 1923 among 
the wild and woolly tribes of Western Europe. Owing to the 
— of Dr. Kay’s feelings the intelligent Queenslander may 
find his style less sympathetic towards aborigines than that of 
Sir John Mandeville. As becomes an apostle of advanced 
democracy, Dr. Kay is contemptuous of the priesthood of woad- 

inted islanders who were engaged in patching up their Prayer 

k while ‘the populace was starving and badly housed. At 
the same time a is fall of admiration for Mussolini, and 
— in capitals the keynote of the Italian regime—work. 
n-a remote peninsula he attended a bull fight, and discovered 
that the inhabitants were the most ‘‘ miserable cowardly set 
of skunks ’’ that existed. He was gratified, however, to learn 
from an aborigine in Antwerp that Australia was a land of 
gicrious reptiles; though he found that the Antwerp Zoo could 
not compare in natural beauty with the Taronga Park in 
Sydney. 


PREPARATIONS AND APPLIANCES. 


A Blood Transfusion Apparatus. 

Mr. Joxn S. Levis, assistant surgeon, Royal United Hospital, 
Bath, has devised an attachment for a blood transfusion 
apparatus which includes’ a bulb fitted 
with two valves, one (a) to produce a 
vacuum, the other 7 ressure in the 
transfusion tube. The bulb is attached to 
the glass tube by a bayonet catch point (c), 
which fits into a special mount (d). Mr. 
Levis remarks that the advantages of the 
bulb over the usual apparatus, such as 
the Higgins syringe, employed for direct 
blood transfusion, are, in the first place, 
that it is small and fits securely on the 
end of the transfusion tube. Moreover, 
by producing a slight vacuum in the 
tube the blood runs more easily from 
the donor. The blood is retained in 
the tube during the transfer from donor 
to recipient, and so does not flood 
the exposed vein of the latter while 
the fine point of the transfusion tube 
is being inserted into the vein. This 
transfusion apparatus is made by Messrs. Maw Son and 
Bons, Limited, 7, Aldersgate Street, E.C.1. 


ANoba et Potera. 


“*THE STRAIGHT ROAD TO A LONG LIFE.” 
Tosras VENNER’s Dretetics. 
Yontis VENNeER, doctor of physic, the author of Via Recta 
ad Vitam Longam, first published in 1620 and often 
reprinted, was a somewhat voluminous writer who lived 
in the days of Shakespeare, Bacon, aid Milton, and died 
when John Dryden was barely 30. 

He treats of ‘habitations most suitable to good feeq- 
ing,’’ and proceeds to details about ‘‘ divers kinds of -bread, 
drinks, flesh of beasts, fowls, fish, eggs, milk, sauces and 
spices, fruits and herbs, and the Manner of Diet.” As 
to ‘habitations, he is prejudiced against west winds 
because of their ‘‘ moist and excremental blasts.’ He 
would ‘have houses built on hills, never in plains, with 
windows looking to the east, ‘‘ because the sun arising 
upon them at the beginning of the day doth excellently 
clarify and purge the air of them,”’ which hygienic action 
is assisted by exposure ‘‘ to the most wholesome blasts of 
the east wind.’” 

Bread in his day was chiefly made from wheat, rye 
and barley. Oats were seldom used except in times of 
scarci He describes seven different varieties of wheaten 
bread. That of ‘the finest quality ‘if in good health is 
more curious than judicious,’ which seems to anticipate 
the conclusions of the vitamin theorists of to-day. 

On the other hand, the ‘coarsest branmny kind ” 
that made from rye and barley are only 
and “ poor rustic labourers ”’ ! 


“ fit for d = 
or 
Crust of bread is ha 


digested and breeds choler and melancholic humours.” 
Drinks are’ extensively dealt with, except plain water, 
to itself, disdainfully 


which is condenmed in a chapter all 


Wine, beer, and ale are favoured with 


short and pungent. 
Beer only, it seems, was made from 


profuse enconiums. 
malt, not ale. 

The wines he advocates as the best are the ‘ regal 
wines” of France, answering to the champagnes of our 
day, and the wine of Orleans, a kind of Burgundy. He 
has many pleasant things to say of other wines, as claret, 
sack, and canary—sack a sweet sort of sherry and canary 
a sweet Marsala—recommending the two latter, especially 
to *‘ gross plethoric men,”’ thus excusing in some measure 
Sir John Falstaff’s inordinate addiction thereto. . 

With regard to the flesh of beasts and fowls, Venner’s 
choice is much the same as our own, and we can fairly 
join hands with him across the centuries in his praise of 
the “lordly capon.’’ He recommends partridges to the 
independent classes of that day, but pretends that these 
birds are ‘“ hurtful to countrymen ’’ because they breed 
in them the “ asthmatic passion ” and render them “ unfit 
for their daily toil.” Partridges, however, to the rich 
““make a pure and excellent nourishment.” 

Coming to fish, there are few he mentions we should 
now care about; for instance, he specially praises the 
“ Royal sturgeon.”” Here again the “‘poor hard labourer” 
is put upon. ‘“ Tench,” he writes, “is unwholesome and 
of hard concoction, muddy and excremental, unpleasant to 
the taste, noisome to the stomach, filleth the body with 
gross and slimy humours; notwithstanding, it is meat 
convenient enough to labouring men.” 

The potentialities af the egg were undeveloped and milk 
was usually taken in the form of a junket, curds, or 
frumenty. Cheese is to be taken after meat. ‘‘ Being thus 
used it bringeth two commodities. First, it taketh away 


satiety and strengtheneth the stomach by shutting up the’ 


orifice thereof. Secondly, it preventeth the floating of the 
meat, which greatly hindereth and disturbeth the con- 
coction, by depressing it to the bottom of the stomach 
which is the chief place of digestion.’”” Whey was employed 
in making sauces and also drunk medicinally. Sauces and 
spices include most of the simple varieties now in use, but 
rather unaccountably the doctor omits mustard, although 
its use with ox beef is mentioned in A Midsummer Night's 


Dream, 
Here is a breakfast menu for an age that knew not tea 
or coffee: ‘If any man desire a light, nourishing, and 


comfortable breakfast, I know of none better than a 
couple of potched [sic] eggs, seasoned with a little sauce, 
a few corns of pepper, also a drop or two of vinegar if the 
stomach be weak ’’—and how often it must have been after 
the potations of the previous day !—‘‘ eating therewithal a 
little bread and butter and drinking after a good draught 
of claret wine.” 

Fruit and nuts are mostly old friends; hazel nuts, 
however, ‘‘ violate the lungs.”” Mushrooms, which he calls 
earthly excrescensies,’”? are vehemently condemned, 
“ Some are venomous, the best of them unwholesome, and 
are convenient for no season, age, or temperature.’’? Among 
a list of herbs many are familiar, although marigold, 
mallow, sorrel, etc., are not now much in favour in 
England. Lastly, as to the Manner of Diet: ‘ There is 
a threefold diet, accurate or precise, vulgar or common and 
subvulgar.”” There should be two meals a day for those 
within the limits of 25 years and 60, three to four meals 
a day for children and old men, ‘‘ The usual time for 
dinner in all places is about eleven of the clock, and for 
supper in most places six”; but they were real meals 
then, and not the trifling entertainments we permit our- 
selves in these degenerate days. Moreover, breakfast was 
sometimes enjoined (as the menu given above shows) 
possibly as an exeuse for the jorum of claret, since the 
doctor forbids wine on an empty stomach the first thing 
in the morning. ; 

We will conclude with a maxim and a warning which 
should make a powerful appeal. ‘‘ When eating do not 
ecogitate but chew.’ Mr. Gladstone’s thirty-two bites at 
once recur to the memory. Fish and flesh are not per- 


| missible at the same meal—“ they do not accord.” 


“« Eschew this evil custom, and relinquish it to belly-gods, 
who choose to live fettered with gouts, racked with fevers 
and tormented with stones.’ R. L. 8S. 
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HOSPITAL POLICY: A CHALLENGE. 
Durinc the past eight or nine years there have been 
many discussions on hospital policy. At the time of 
the formulation of the hospital policy of the British 
Medical Association discussion was acute. So sharply 
was opinion divided upon some points at issue that 
grave fears were expressed that the pressing forward 
of the policy formulated by the Council of the Associa- 
tion, and submitted to the Divisions and Representa- 
tive Body, would result in a cleavage amongst 
members. But the policy was accepted, the fears 
have not been realized, the policy has stood the test 
of severe criticism, some of it has come into being, 
some of it is still an ideal to be attempted. The 
essential features of that policy may be summed up 
thus: A wider outlook for statutory hospitals; the 
preservation of the voluntary hospitals and their 
expansion for other than charitable patients; the co- 
ordination of all types of hospitals by advisory com- 
mittees so that there shall be interaction and not 
competition. That, in brief, is the basis of the policy 
ef the Association. 1t has received very wide accept- 
ance, and not least by the medical profession at large. 
It was, however, challenged by the Labour party in 
a pamphlet which urged what may be summed up in 
the word ‘‘ nationalization ’’; yet in a conference 
subsequently promoted by that party, in which many 
other sections of the community were represented, 
together with our Assoeiation, there was a consider- 
able modification of this academic pronouncement, 
even by the Labour representatives. 

A new challenge has now been made by a member 
of our profession, Mr. E. W. Hey Groves, professor of 
surgery in the University of Bristol, in his presi- 
dential address to the Bath and Bristol Branch of the 
British Medical Association. To refresh our readers’ 
memory, three or four salient passages may here be 
quoted. ‘‘ It is the fashion now for all speakers and 
writers on our present hospital system to begin by 
assuming that there is something sacrosanct about the 
voluntary hospital system, and that it is our first duty 
to save this at all costs. Now I would begin by 
challenging the truth of this assumption. I should 
like to say boldly that the voluntary hospital system 
is dead. . . . The system is not dead, but moribund, 
and its laboured life is kept going by stimulants and 
artificial respiration.’’ The reasons given for this 
opinion are various: ‘‘ The hospital, which began as 
a mere hostel for the sick poor, has now to be a 
laboratory for scientific work, for prevention, diagnosis, 
cure, and discovery ... the problem... has become 
too vast for the voluntary hospitals. . . . Many of 
our voluntary hospitals are out-of-date old buildings, 
badly placed in unsuitable sites .. . [they] have 
not kept pace with the growth of the population or 
the increasing demand for hospital treatment made by 
a larger proportion of the citizens. The lists of patients 
waiting for admission are becoming longer, and the 
municipal and Poor Law authorities are forced to 
build hospitals to meet the need.’’ ‘ Our present 
hospital system is radically wrong. It is wrong 


} BRITISH MEDICAL JOURNAL, July 23rd, 1927, p. 131. 


| because it consists of isolated units without public 


control. No one hospital unit is perfect or self- 
contained, and there exists no co-ordmation between 
the units by which the deficiencies of one may be made 
good by provision in another. No financial assistance 
of the voluntary hospitals can make good this radical 
defect, unless such assistance is accompanied by a 
condition for unification under a central control.’” 
These extracts from the paper fairly represent, we 
believe, the gist of the challenge. A brisk corre- 
spondence followed in our columns, mainly from West 
Country men, since Bristol was the vortex of the 
storm. But the matter is of more than local interest 
—since it may be supposed that Bristol methods do 
not differ essentially from those of other parts of 
the country. 

It seems clear from the trend of Mr. Hey Groves’s 
paper that he is dissatisfied primarily because certain 
hospital facilities that he deems essential are not 
forthcoming. For this ‘he lays the blame on the 
voluntary hospital system; he holds that if there 
were a complete and efficient State hospital system 
under central control all the things he regards as 
necessary would soon be obtainable. That there are 
many flaws in our hospital system or lack of system 
may be admitted freely. But it does not necessarily 
follow that another system would be ‘better for us. 
Mr. Hey Groves assumes that ‘the ideal he has so 
clearly in mind would be attainable under a State 
system. This is a big assumption, and we doubt the 
validity of it. For a couple of generations statutory 
authorities in this country have possessed wide powers 
for the provision of hosprtals, and already the beds in 
such institutions far outnumber those in the volun- 
tary hospitals. Enormous sums are spent on them 
out of the rates, and the unadvertised work done by 
them is a great boon to the communities they serve. 
But although the standard of professional service im 
these institutions is steadily improving, and many of 
them now do first-rate work in an atmosphere of 
kindness and sympathy, they labour under disadvan- 
tages some of which seem inherent in any system of 
State or municipal control. To bring the voluntary 
hospital under the sway of statutory authority might 
not improve the voluntary hospital: it might, indeed, 
destroy it. Further, the local statutory authorities 
have powers to provide all that Mr. Hey Groves 
demands, and it seems rather hard to blame the 
voluntary hospital system for the failure. 

Mr. Hey Groves takes the schools as his chief home 
illustration of the advantage of State control. It is 
true that the State has an almost complete monopoly 
of elementary and secondary school education. Educa- 
tionists, however, are by no means satisfied with it: 
they do not get all they want. But education as a 
whole is not a State monopoly. The publie schools 
and universities, though many of them now receive 
erants from public money, are not subject to State 
ecntrol. The foundation and corner stone of education 
is independent, and therein, as most of us believe, 
lies the saving grace of our educational system. We 
discovered during the war how harmful could be the 
effect of the control of a centralized State over its 
universities; public opinion became machine-made. 
The great voluntary hospitals are in a very real sense 
the universities of medicine in this land, and as such 
are better_free from bureaucratic interference. This, 
however, is far from saying that more co-ordination 
and more co-operation between voluntary and muni- 
cipal hospitals are not to be desired. As will be 
gathered from Mr. Herbert Eason’s candid discussion 
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of that question when opening the debate in the 
Section of Medical Sociology at Edinburgh (printed 
at page 575), his ideal for the London area (assuming 
continuance of the voluntary system) is some kind 
of joint management, with the voluntary hospital 
taking a predominant share and the municipal autho- 
rities having representation upon the governing body 
of the voluntary hospital. So long as the voluntary 
hospitals remain efficient and economical they will, 
he believes, survive; otherwise ‘‘ the State or the 
municipality will swallow up the last remnant of a 
system that is peculiarly adapted to the British 
genius, and that has been the foundation of British 
medicine and British nursing.”’ 

It is well to bear in mind, when contrasting the 
state-controlled with the voluntary institution, that 
the Continental hospitals which have so impressed 
some visitors from these islands are in countries where 
centralization is the rule of the State. With us the 
reverse is the rule; local initiative is cultivated to the 
utmost, and the central authority is mainly advisory 


and auxiliary. There are two distinct principles of 


government, springing from different habits of mind, 
and the growth of centuries of custom and tradition. 
Both have their merits, both their defects. But 
readers of Bryce’s classical work on Democracy will 
be left with little if any doubt that English-speaking 
peoples have a genius for local initiative and local 
government, and especially for local voluntary 
societies, and that to this peculiar gift is due the 
stability of our institutions. The Prince of Wales, 
who has a talent for putting the common-sense view 
of a thing in a phrase, said last year: ‘‘ Great Britain 
is a country in which voluntary causes have always 
flourished, and it is very desirable to foster the spirit 
of public service on which they are based, because 
that spirit is one of our best assets as a nation.’’ 
Central control sometimes looks as though it could 
achieve wonders, but it is open to question whether 
life in such circumstances is always so perfect as it 
may appear from a distance. By one of those happy 
chances that are provided by the Annual Meeting 
of the British Medical Association, the visitors to 
Edinburgh last July included a distinguished surgeon 
from the capital city of a great Continental State 
where hospitals are under central control. He 
was much interested in our methods of electing 
the staffs of voluntary hospitals, and he then 
told of the extraordinary and seemingly inevitable 
things that- happened under central control—things 
he deplored but for which he saw no cure. If this 
experience is at all general, then ‘‘ an authoritative 
body which should regulate hospital staffs ’’ might 
not prove an: unmixed blessing. 

Many other matters of great interest were raised in 
the course of this address to the Bath and Bristol 
Branch. Several have been discussed in our corre- 
spondence columns, notably by Mr.-C. E. S. 
Flemming and Mr. Charles A. Morton. In regard to 
the main point at issue, we may end by recalling a 
significant remark made by Mr. Hey Groves when 
describing the origins of the voluntary hospitals in 
Bristol. ‘‘ The Royal Infirmary here,’’ he said, ‘‘ was 
started by Churchmen and Tories, the General 


Hospital by Nonconformists and Radicals.’’ Is it 
possible that this may have been the fruit of an 
attempt some centuries earlier on the part of the State 
to act as “‘ an authoritative body ’’ in one great 
branch of the affairs of its citizens? The State 
forced a central control and made a cleavage that 
seems irreparable. 


An attempt to impose rigid 


uniformity in hospital affairs might do the same, and 
destroy for ever the beneficent association that jg 
slowly growing up between statutory and voluntary 
hospitals. 


LIVER EXTRACTS IN ANAEMIA, 


PERNICIOUS anaemia has long been regarded as an 
outstanding example of those diseases in which every 
new method of treatment has raised great hopes— 
hopes which have flourished for short periods and then 
withered in every instance. It is therefore particularly 
gratifying that the treatment of this disease by liver 
diet which was introduced by Minot and Murphy 
appears to be an undoubted advance, for the optimistig 
claims first made have been confirmed, not only by 
the discoverers, but also by numerous other investi. 
gators. Minot contributed a paper on the subject to 
the discussion on the pathology and treatment of per. 
nicious anaemia in the Section of Medicine at the 
Annual Meeting in Edinburgh. <A short note on it 
was embodied in our brief report of the. discussion 
published on August 8th (p. 211), and the full text 
will be printed in an early issue. 

The history of this discovery is of interest, for 
it furnishes an excellent example of the way in 
which the results of laboratory research can be 
made the basis of a great advance in therapeutics, 
For many years Whipple and his co-workers experi- 
mented on the treatment of secondary anaemias in 
dogs. Their results were very remarkable, for they 
first showed that treatment with iron salts produced 
little or no benefit in such cases, and then found that 
diets of meat and liver produced rapid regeneration of 
the blood corpuscles and haemoglobin.’ This work 
led Minot and Murphy? to try the effect of a diet 
containing an abundance of liver and muscle meat on 
blood regeneration in pernicious anaemia. The diet 
they used contained from 120 to 240 grams of cooked 
liver. This diet produced a very, remarkable improve 
ment in forty-five patients with pernicious anaemia, 
At the same time Koessler, Maurer, and Loughlin 
reported experiments on rats which led them to com 
clude that a supply of vitamin A was essential for 
blood formation. Minot and Murphy‘ have this year 
made a further report on the results of treatment of 
105 cases of pernicious anaemia. Their diet includes, 
besides about 200 grams of cooked liver, also plenty of 
fruit and at least 70 grams of red meat. Out of 106 
patients, 99 reached a level of 4 million or more red 
blood corpuscles per cubic millimetre, and in all cases 
there was a general symptomatic improvement corte 
sponding to the rise in red blood corpuscles. As fat 
as is known the improvement can be - maintained 
permanently, for already twelve cases have showl 
improved condition for two years or more. Koesslet 
and Maurer’ have made similar observations @ 
forty-two cases treated with liver diet. Thes 
workers now agree that the improvement cannot b 
attributed to vitamin A alone, and admit that theres 
a factor in the liver which has a specific action m@ 
blood regeneration. The therapeutic value of the liver 
diet has been confirmed by other clinicians in Amerit, 
in this country, and in Francé.* There is, therefore, 
no reasonable doubt that a very important therapeutid 
advance has been made, and also that our current 


1 Whipple, Robscheit, Robbins, and Hooper, Amer. Journ. Physiol., & 
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beliefs regarding the factors controlling the formation 
of red blood corpuscles and haemoglobin will need 
considerable revision. 

It is obviously of great importance to know the 
nature of the active substance in liver. This knowledge 
is of theoretical interest and also of considerable 
practical importance, because the daily consumption of 
half a pound of liver is no easy task for a patient 
suffering from pernicious anaemia, and some more con- 
centrated supply of the active principle is obviously 
desirable. Cohn, Minot, and co-workers’ have carried 
out a series of chemical investigations on this subject. 
Fortunately, the feeding of the active substance to a 
patient suffering from pernicious anaemia causes an 
increase in the number of reticulated red blood cor- 
puscles within nihe days, and thus it has been possible 
to recognize the presence of the active fraction within 
areasonably short time. The liver proteins have been 
found to be inactive, and it has been ascertained that 
the active fraction is insoluble in ether, acetone, and 
cold aleohol. The active subsfance is free from lecithin 
and ordinary lipoids; it contains only traces of proteins, 
of sulphur, and iron. This active fraction of liver 
tissue produces effects when 10 to 20 grams are given 
to a patient daily, and therefore a considerable con- 
centration of the active principle already has been 
achieved. The facts mentioned show that the active 
principle is not a protein or a lipoid, and that probably 
it is not an’iron compound. The paper to which we 
have just referred was written in April, and in a 
private note dated August 30th Dr. Minot informs us 
that down to that date twenty-five cases had been 
treated (each for over two weeks), and that all had 
been greatly benefited. It has been ascertained that the 
material is now free of iron, protein, and carbohydrate, 
and appears to be either a polypeptid or a nitrogenous 
base. There is evidence that the richer it is in 
nitrogen the more powerful is its effect, and that the 
result is not due to any known vitamins. 

Obviously the isolation of a fraction that can only 
be identified by its curative action on a relatively 
infrequent disease presents a biochemical problem of 
somewhat exceptional severity. Doubtless, however, 
before long biochemistry will add this to the numerous 
triumphs it has already achieved. 


THE PHILOSOPHY OF QUACKERY. 


Prorrssor A..J. CLaRk’s breezy paper on the historical 
aspect of quackery, read to the Section of the History 
of Medicine at Edinburgh and published in this issue, 
argues that the growth of science and its increasing 
application to medicine have done little to influence 
public discrimination between orthodox practice and 
quackery. If this were true it would be a disquiéting 
thought, for the settled judgement of the public as 
awhole is rarely in error on a question of imposture. 
There seems, however, to be room for doubt whether 
Professor Clark has not overestimated the significance 
of some of the signs he has enumerated. The truth 
seems to be that those who are led to accept or appeal 
to quack treatment do not represent the opinion of 
the mass of their fellows, nor does their action express 
their own permanent convictions. They are for the 
most part only temporary wanderers from the true 
faith. Various and complex as are the motives which 
determine the choice between the legitimate practi- 
tioner and the quack, one significant fact deserves 
attention : Nobody ever goes to a quack for diagnosis. 


"Cohn et al., Journ. Biol. Chem., 74, Sci. Proc., Ixix, July, 1927. 


At the sudden onset of severe illness tae first appeal 
is almost invariably to the qualified medical man. The 
fact is pertinent, for a diagnosis is always the sufferer’s 
first desire; he wants to know what is the matter 
with him. If ever it appears that no diagnosis but 
only relief is wanted, it is either because a diagnosis 
has been assumed or because the impression has been 
formed that the diagnosis is obscure or uncertain. 
There are a few exceptions, for it is inevitable that 
the prejudices of mankind should take very diversified 
forms, and a few individuals will adopt fantastic ex- 
pedients even in acute illness; how very few these are 
may be adduced from the negative evidence of the 
coroners’ courts. 

But, notwithstanding all that science has done for 
medicine, there are still cases which are obstinate and 
do not yield to treatment. Numerous also are the 
cases in which a remarkable recovery has been made 
after a period of failure to mend: Whoever has made 
a recovery in such circumstances will believe and con- 
tinue steadfast in the belief that what cured him was 
the stuff he was taking when he got better. His 
gratification will lead him to extol that remedy above 
all others, and if it happens to be a private or domestic 
formula his confidence in its efficacy may induce him 
to exploit the sale of it. Some quack medicines arise 
in this way; not all, indeed, for some are founded on 
conscious fraud. It is a remarkable fact that for 
every quack medicine, no matter how worthless, there 
are always to be found a not inconsiderable number 
of people who honestly believe that it has cured them 
after the continued failure of other forms of treatment. 
A great many quack remedies originate from an episode 


of that kind. The simple fraud of obtaining money 


by pretence that is plainiy false, as in selling pills of 
bread-crumb or pillules of sugar, appears now almost 
or entirely to have ceased. Only rarely is the cunning 
of the pure charlatan seen, as in selling pills of 
some synthetic dye with pamphlet literature declaring 
that the colour of the urine would show the humours 
of which the body had been purged. 

The inborn faith in the virtue of drugs with which 
great numbers of the people are imbued may be 
the heritage of a primitive instinct by which man 
sought to better his bodily estate with something 
foreign to his ordinary diet. It is invariably accom- 
panied by the desire to prescribe for others. This 
faith not only fosters quackery but is the source of 
a perpetual and absorbing entertainment to patients 
with imaginary or very minor ills. Such are always 
to be found among the out-patients of hospitals and 
dispensaries. It is authentically related of two old 
ladies, out-patients of a London hospital, that, having 
tasted each other’s medicine and having decided that 
the other was more suited to her own complaint, 
they at once agreed to swap. In contrast to these 
people it is curious to find a certain number who regard 
everything medicinal as noxious or venomous stuff. 
The aversion arises from a sentiment no less human 


- and natural than the liking for medicine felt by others. 


Closely related is the opposition to vaccination, and 
it is not wholly surprising to find it among. educated 
people. And when the educated man feels that 
medical science should protect him from small-pox 
by a less obnoxious method than “ poisoning his 
blood ’’ with a virus, he is only paying medical science 
a compliment dictated by his acquired confidence in 
its powers. It cannot be doubted, however, that 
most objectors to vaccination waver in the face of 
danger of infection from small-pox, and a method of 
combating the spread of the disease hus actually been 
founded on it. Although faith, hope, and prejudice 
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gontinue to offer scope for the activities of the dealer 
fo quack remedies, yet the esteem in which rational 
medical methods are held is higher than it has ever 
been. Less than fifty years ago there were many 

eople who obstinately refused to go to a hospital 
or treatment even when there was’no hope in treat- 
ment at home. There is now no class of people so 
ignorant, but in serious illness it is their first desire 
to be admitted to a hospital. The interest with which 
medical science is followed by the public is noteworthy. 
Questions are asked by a patient’s friends such as 
** Has he not been a-rayed? ’’ or ‘* Has his blood been 
examined ?’’ When people take that amount of interest 
in the doctor’s work it is no matter for astonishment 
that they are quick to recognize a lack of efficacy of 
treatment, and it is only human nature for the patient 
who is making no progress to try a little gamble in 
quackery. After all, he argues, did not a gipsy 
woman cure his warts when he was a boy with juice 
of celandine after the doctor had failed with all his 
caustics ? 


TH= COST OF INTERNATIONALISM. 
Leneruy discussions (a correspondent in Geneva writes) 
have taken place this year in the Assembly of the League 
of Nations on the financial position of the League. Dis- 
cussions on this subject take place every year, but this 
time the hand of the economist seems to have been more 
evident. It was only after discussion and hesitation that 
the Commission entrusted with financial matters granted 
the small credit for the assistance of health activities in 
Latin America. The proposed setting up of a central 
opium boaid under the Opium Convention was deferred 
for another year on financial grounds, and other credits for 
useful pieces of international: work were refused. Many 
hours were spent by financial experts of all the nations, 
from Albania to Venezuela, in scrutinizing the modest 
budget of the League as though it were the budget of a 
small State with already an intolerable burden of taxation, 
when the fact is that the League of Nations adds scarcely 
a featherweight to the taxation in any country. The total 
arnual cost of the League, including the general services of 
the secretariat, the special organizations, the International 
Labour Office, and the Permanent Court of International 
Justice, is some 24 million Swiss francs or, say, a million 
pounds in English money, and the cost is spread over fifty 
nations. The cost of the Health Organization, including 
the Epidemiological Service, is less than £40,000; the super- 
vision of the opium traffic and other social activities cost 
Jess than £11,000, while intellectual co-operation is pur- 
chased for even a smaller sum. It is true that these special 
activities are not in the main line of the League’s purpose, 
but they are, as one distinguished statesman after another 
has declared at the recent assembly, most powerful 
auxiliaries for peace and “ moral disarmament.’’ Take 
intellectual co-operation—the “baby” of the League’s 
activities. Its centre is the international institute recently 
created in Paris as a gift to the League from the French 


Government, which also affords a large sum for its main- 


tenance, though Austria, Czechoslovakia, Hungary, Italy, 
Poland, Switzerland, and cther States, not forgetting 
Monaco, make grants for this work. The work consists in 
the promotion of co-operation between States by exchange 
of publications, collaboration of libraries and museums, 
interchange of professors and students, the preparation 
of scientific bibliographies—biology is at present in hand— 
and annual tables of constants and mathematical quanti- 
ties, and the endeavour to place intellectual rights on a 
secure footing. Under this last head two questions in 
particular have claimed attention—namely, scientific 
property, and improvements in the existing convention on 
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copyright. All is ready for the summoning of a committeg 
of experts on the former subject with a view to the con 
clusion of an international convention to protect and 
reward scientists and their discoveries. Such work as thig 
has to run the gauntlet of a niggardly economy, and finan. 
cial questions alone prevent it from being more vigorously 
pursued. The spirit of peace and goodwill in the werld hag 
to be paid for. Its price is a minute fraction of the price 
of war, but it is not to be had for nothing. Gur corre 
spondent adds that no one has made a better impression on 
the Assembly than a medical member of the British Parlia. 
ment, Dr. Walter Elliot, Parliamentary Under Secretary, 
Scottish Office, whose utterances, both in the Assembly 
itself and in the various Commissions, have gained him 
the ear of the men of many nations in quite an unusual 
way. Dr. Elliot has been one of the three substitute 
delegates in the British delegation, the others being Dame 
Edith Lyttelton and the Right Hon. Sir Edward Hilton 
Young. 


DERMATOLOGY AND VENEREOLOGY IN GERMANY. 
Tue fifteenth congress of the German Dermatological 
Society was held in Bonn on September 4th, 5th, and 6th, 
The membership of the society is now over 800; 550 were 
present at the congress, including 65 dermatologists from 
outside Germany. The mectings were held in_ the 
Beethoven Halle, and the proceedings were formally 
opened by Professor Richl of Vienna. Specches of 
welcome were delivered by the rector of Bonn University, 
representatives of the German Government and of medical 
practitioners in Bonn, and by Professor Evich Hoffmann, 
who acted as chairman throughout the proceedings. As 
the meeting was held in the Beethoven Halle it was thought 
fit to celebrate the centenary of the musician’s birth by 
a selection from his works. Actually 115 papers were on 
the programme, but although the mectings began at 
9 a.m. and ended at 6 p.m. some could not be read owing 
to lack of time. Except for the openers of the set dis 
cussions the allotted time for each speaker was ten 
minutes. The authors were asked to speak from notes 
and not to read their papers, but unfortunately most 
speakers did nct comply, and owing to the brief time 
available the contributions were delivered rapidly and were 
difficult to follow. A discussion on the biological and 
pathological aspects of the action of x rays was opened by 
Professor L. Grebe (Bonn), followed by Professor Hans 


Meyer (Bremen) and Dr. G. Miescher (Ztirich). The | 


reniainder of the first day was devoted to papers relating 
to the same subject, to the Bucky or “ Groenz’’ ray, and 
to ultra-violet radiation. The ‘‘ Bucky ray,’’ which has 4 
wave length intermediate between that of ultra-violet light 
and z rays, is obtained by means of a modified x-ray tube 
and a specially wound high tension transformer, producing 
voltages lower than 10 kilovolts. The advantages claimed 
for this wave length are that it is absorbed by the super 
ficial layers of the skin without damaging the germinative 
layers, “thus giving greater safety and avoiding the 
permanent changes in the skin which follow repeated 2-ray 
exposures. This form of radiation has evidently aroused 
much interest in Germany, but there is by no means 
unanimity as to its practical value. The following day 
was devoted to papers on syphilis and gonorrhoea in the 
morning, and to general dermatology in the afternoon 
For obtaining cerebro-spinal fluid for purpose of examine 
tion in cases of syphilis, the subcccipital 1oute instead of 
the lumbar puncture was strongly advocated by the 
members of the Bonn dermatological clinic. The advantage’ 
claimed are the complete absence of headache following the 
procedure, thus allowing the operation to be carried o 
in the out-patient department. This somewhat formidable 
method has been adopted as the routine in the clini¢, 
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and over 1,000 such examinations have been performed. 
On the other hand, there were two papers extolling the 
fine needle for ambulatory lumbar puncture examinations. 
Malaria therapy is evidently much in vogue, and was even 
advocated for resistant gonorrhoea in women. Papers on 
general dermatology were of great variety, embracing, 
amongst other subjects, the pathology of the skin, the 
dermatomycoses, cosmetic operations, and the treatment of 
eczema by the Storm van Leeuwen chamber. At the close 
of the meeting eighty patients were shown, many of whom 
had been collected from distant parts of Germany. The 
members had the opportunity of visiting the Bonn skin 
dinic, which is a two-story building containing 150 beds 
reserved for patients suffering from skin or venereal 
disease. It is under the charge of Professor E. Hoffmann, 
who has five paid assistants. In addition to the wards the 
building contains a series of out-patient rooms; a demon- 
stration theatre, photographic room, a well equipped z-ray 
and light department, a large library of dermatological 
literature, cabinets containing 800 wax models of common 
and rare skin diseases, research laboratories, and animal 
houses. Reviewed as a whole, the impression obtained from 
the meeting was that in Germany there is great activity 
and painstaking research by the junior dermatologists in 
many of the towns; they are stimulated and guided by 
senior men, who appear to have sufficient funds at their 
disposal to provide the necessary equipment. Dermatology 
is evidently considered an important branch of clinical 
medicine, for each student must attend lectures and 
demonstrations for six hours each week during two terms. 
Wax models are used extensively for teaching purposes; 
one clinic alone is said to possess a collection of 4,000. 


AN INTERNATIONAL HOSPITAL CONGRESS IN 1929. 
Ox September 19th, on the invitation of the American 


' Hospital Association, representatives fiom eleven countries 


met at the League of Red Cross Societies, Paris, to discuss 
the organization of an international hospital congress. 
The British representatives were Mr. J. Courtney 
Buchanan, Lieut.-Colonel Clement Cobbold, Mr. W. H. 
Harper, and Captain J. E. Stone. Dr. René Sand, 
technical counsellor to the League of Red Cross Societies, 
Was unanimously elected chairman. Dr. Joseph C. Doane, 
medical director of the Philadelphia General Hospital and 
president of the American Hospital Association, said that 
he and Dr. Lewinski-Corwin (director, Hospital Informa- 
tion and Service Bureau, United Hospital Fund) had come 
ina very humble mood to mect the representatives of 
institutions which had been at work for centuries. Two 
years ago the Board of Trustees of the American Medical 
Association had appointed a Committee on International 
Hospital Relations, which had sent him and Dr. Lewinski- 
Corwin to Europe with the mission to pave the way for an 
international hospital congress. The speakers who followed 
Wanimously pledged the support of the countries and 
institutions they represented, and M. Quellet, chief of 
the hospitals service of the Public Assistance of Paris, 
promised a hearty welcome to the hundred institutions 
supported by the Public Assistance of Paris should it be 
decided to hold the congress in France, Invitations were 
also extended by the representatives of certain other 
countries, but at the conclusion of the meeting it was 
WManimously agreed that an international executive com- 
mittee be set up to prepare an international hospital con- 
gress to he held in June, 1929, in the United States. It was 
also agreed that the principal problems to be discussed at 
the initial congress should be limited to the following five: 
(1) the creation of national hospital associations and of 
an international hospital association; (2) the respective 
fields of public and private hospital work; (3) the hospital 
43 a centre for cure and prevention of disease, medical 


education, and research; (4) the training of hospital 
executives, nurses, and auxiliary personnel; and (5) the 
economic problems of hospital administration. It was also 
agreed that one session be devoted to the discussion of 
special problems, such as the care of the mentally ill, and 
the comparability of hospital statistics. After Dr. Doane 
had thanked the meeting for the honour it had bestowed 
on his country and the American Hospital Association in 
giving them the privilege of entertaining the initial 
congress, Dr. Sand congratulated all present on having 
taken a step which would not only serve the cause of the 
sick, but also that of international goodwill. 


SUPERVISION OF FOOD IMPORTS. 


Tue annual report of the medical officer of health for the 


Port of London, with its lists of the number of ships 
disinfected and the number of rats killed, is enlivened by 
descriptions of difficulties which arose in 1926 in regard to 
various imported foodstuffs. Thus we learn that in a 
consignment of canned lobster there were not only obviously 
blown cans with stinking contents, but also cans in 
which the strength of the tin masked early decomposi- 
tion with gas formation. The decomposition could 
only be detected when gas escaped on puncture. The 
packers objected to destruction of the goods; all that 
was wanted, they said, was ‘“‘ to give the gocds a short 
water bath, say twenty minutes, and vent them and then 
stop them.’’ On this Dr. Willoughby remarks that the 
proposal to “‘ vent ’? decomposing goods is primitive in the 
art of canning, and outside consideration in the practice 
of public health. He released two cases to the Dominion 
Government concerned for its information and experi- 
ment. Some tins of cherries, preserved with the allowable 
sulphur dioxide, were found to emit on opening a strong 


‘smell of sulphuretted hydrogen. The smell evaporated in a 


few days; but to avoid the disgust of the private con- 
sumer on opening such a tin the consigument was released 
to a firm of manufacturers of delicacies on the under- 
standing that they would air the cherries before using 
them. The process of airing was also applied to some meat 
which had become tainted by an atmosphere of oil fumes. 
Dr. Willoughby tells us that ‘‘ domestic experiment was 
made from time to time to find out how the process of 
airing was proceeding.’’ In the end the happy result was 
that it became pessible to release the whole of the material 
without prejudice to the public. The experimental ship- 
ment of a cargo of chilled beef from Australia is described 
in the report. The difficulty in the process is to chill 
sufficiently to prevent the growth of moulds without 
freezing to such a degree as to destroy the muscle substance 
and cause a leak of sanious fluid on thawing. As cleanli- 
ness in a high degree is necessary in order to ship chilled 
meat over long distances, the consumer benefits, and, as 
Dr. Willoughby says, in this instance commerce and health 
run hand in hand. 


THE IMPROVEMENT OF INNS. 
Tur decrease in drunkenness in this country may be 
attributed to many causes—to trade depression, to the 
shortening of hours for licensed trade, to the high price 
of beer and spirits resulting from heavy taxation, to the 
increase in amusements and outdoor sports, to the abolition 
since 1904 of 25,000 ‘‘ redundant ’”’ licences, or to hetter 
education of the people in habits of sobriety. As an 
adjuvant to all or any of the causes the Central Public 
House Trust Association would like to add ‘“‘ disinterested 
management.’’? The last annual report of the association 
records a very fair measure of success, notwithstanding 
the industrial troubles of 1926, so that many of the 
affiliated trusts have been able to pay their maximum 
dividend for the year. A number of the trusts, however, 
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are fortunate in owning wayside inns in country districts, 
which have benefited by the enormous increase in motor 
traffic. The development of trusts is handicapped by the 
difficulty of raising capital upon which the return is 
strictly limited to a maximum, and by the licensing laws 
which base licence duty on alcoholic trade instead of on the 
value of the premises. So it comes about that improve 
ments in the accommodation of the building are often 
penalized. In this connexion it is interesting to note 
that the main objects aimed at in a trust house, whether 
in designing a new building or adapting an old, are a 
convenient service from the kitchen to the tea-room, 
dining-room, and tea-garden, and such arrangement of the 
bars and taproom that the manager can supervise both 
the customers and the bar attendants. 


MEDICAL SOCIETY OF LONDON. 

Tn¥ programme has now been issued for the first half of 
the 155th session of the Medical Society of London. As 
usual, the society will meet on Monday evenings. On 
October 10th, after the annual general meeting, Mr. 
H. W. Carson will deliver his presidential address on 
“Surgery in the early days of the Medical Society of 
London.”” On October 24th Dr. B. B. Vincent Lyon will 
open a discussion on the development of the duodenal tube 
and its practical value in diagnosis and treatment. 
November 14th is to be a clinical evening. On November 
28th Mr. T. P. Legg will introduce a discussion on the 
society’s report on the late results of operation for carci- 
noma of the breast; Fellows wishing to take part can 
obtain copies of this report from the secretary. On 
December 12th a debate on insomnia will be introduced by 
Dr. Eustace Callender, followed by Dr. Gordon Holmes and 
Sir Maurice Craig. The syllabus of the second half of the 
session will be published early in January. In the mean- 
while it is notified that Dr. F. J. Poynton will give the 
Leitsomian Vectures, on February 20th and 29th and 
March 7th, on ‘“‘ Rheumatic heart disease,’’? and that Sir 
Archibald Garrod will deliver the Annual Oration, entitled 
** Lessons of rare maladies,” on May 14th. As already 
announced in our columns, this year’s David Lloyd Roberts 
Lecture, on ‘‘ Criminal law and insanity,’’ will be given 
by Lord Hewart on November 16th at 5 o’clock. 


Tur Medical Officer was founded in 1908 as a weekly 
journal for medical men in the Government and municipal 
services, under the able editorship of Mr. G. S. Elliston, 
M.C., M.A., with the support and collaboration of public 
health officers. We congratulate our contemporary on 
reaching its 1,000th issue on Saturday last, September 
24th, and wish it many more years of independent and 
useful life. Its editor, as many of our readers know, is 
a son of the late Dr. W. A. Hlliston, President of the 
British Medical Association in 1900, and a brother of 
Mr. Guy Elliston, who was Financial Secretary and 
Business Manager of the Association from 1902 until his 
death in 1918. 


Tue Hairveian Oration before the Royal College of 
Physicians of London will be delivered by Sir William 
Hale-White, K.B.E., at the College, Pall Mall East, on 
Tuesday, October 18th, at 4 p.m. 


We regret to announce the death at Marseilles of Sir 
Peter Reilly O’Connell, M.D., M.Ch., formerly senior 
surgeon to the Mater Infirmorum Hospital, Belfast. 


Tuer Harben gold medal of the Royal Institute of Public 
Health for 1928 has been awarded to Sir Ronald Ross in 
recognition of his eminent services to public health. 


THE BOARD OF CONTROL. 


THIRTEENTH ANNUAL REPORT. 

Durine the past year interest in lunacy and mental dis. 
order has been focused principally on the findings of 
the recent Royal Commission. Time did not permit of the 
Board of Control making a detailed examination of the 
recommendations of the Royal Commission in its last 
annual report, as the Royal Commission’s report was pub 
lished in July, 1926, and so special interest attaches to 
the Board’s report for the year 1926,' in virtue of the 
official pronouncement of its views on the Commission’s 
recommendations. Whatever differences of opinion may 
exist in regard to a few of the recommendations, the 
report of the Royal Commission has, in the Board’s opinion, 
been welcomed on all hands as a document of great value, 
and it is one which ‘‘ throughout breathes a spirit. of 
progress and humanity.” 

The immediate cause which led to the appointment of 
a Royal Commission was the uneasiness aroused in the 
public mind by a number of charges, recklessly made, 
to the effect that large numbers of sane persons were being 
detained as insane, that the whole system of lunacy 
administration was wrong, and that widespread cruelty 
existed in public mental hospitals. In regard to these 
charges the Board notes with satisfaction that the Com 
mission has spoken with no uncertain voice, and in 
repudiating them, has taken the opportunity of “ paying 
a tribute to the skill, devotion, and self-sacrifice of the 
nursing staffs, who in circumstances peculiarly exacting 
are rendering great service to suffering humanity.’ Satis- 
faction is also expressed with the recommendations of the 
Commission on the subject of early treatment of mental 
disorder. Paragraph 45 of the Commission’s report has 
this sentence—which the Board fully endorses: ‘* Certifica- 
tion should be the last resort in treatment, not the pre- 
requisite of treatment.”’ 

In giving evidence before the Commission, the Board 
of Control suggested that for the purpose of settling the 


suffering from mental illness patients should be divided 
into three classes: voluntary, non-volitional, and unwilling. 
As regards the voluntary case, the Board suggested that 
treatment without certification should be given in any 
mental hospital, public or private, or general hospital, 
nursing home, or under private care, subject to certaim 
provisos in regard to notification and medical reports. The 
Commission’s recommendations followed along the same 
line. 
As regards the non-volitional cases, the Board of Control 
suggested reception without certification, on the ‘* recom- 
mendation ” of two medical practitioners, into any mental 
hospital or suitable institution. The Commission, if it had 
been free to consider exclusively the medical treatment 
of the patient, would have had little difficulty in accepting 
this suggestion, but, notwithstanding its sympathy with 
the Board’s proposals, deemed it necessary that treatment 
should only be given on the authority of a provisional 
order by a magistrate. 
The Commission’s expression of its desire that the law 
should be altered to ensure more effective protection to 
medical men and others in the bona fide discharge of their 
duties under the Lunacy Acts mects with the Beard’s 
entire concurrence. 
The Board notes with satisfaction the recommendations 
made by the Royal Commission regarding the duties of 
medical superintendents: that they should be relieved as 
far as possible of administrative details, and so devote the 
greater part of their time to medical questions which are 
more immediately their concern. “4 
The Board endorses the statement of the Commissioa 
that the present medical staffs of some institutions ought 
to be enlarged, and welcomes the recommendation ee 
systematic facilities should be given for assistant medic 
officers to proceed on leave for the purpose of post-graduate 
study, and that the staff should be sufficiently large t 


i i the 
2 d Mental Deficiency. Thirteenth Annual Report of 
"control for the vear 1 Part I. London: H.M. Stationery 


Office, or through any bookseller. 1927. 2s. net. 


procedure to be adopted for the reception of persons | 


b 
re 
| st 
| 
ol 
sl 
pe 
| al 
| ay 
4 1s 
se 
| of 
19 
ad 
pr 
n 
: 
Th 
an 
| cel 
| col 
| of 
pit 
| tre 
< 
| | 
| as 
| | an 
| fat 
nui 
| 515 
| wh 
tho 
| anc 
tio! 
tuh 
dea 
fica 
| | the 
i 
rep 
deal 
| Con 
opin 
| who 
Tl 
Ist, 
| tota 
| the 
| care 
| been 
| affai 
by 
izing 
hega 
| doul 
| of 
| | prev. 


Ocr. 1, 1927] THE NEW NATIONAL LIFE TABLE. 


[ JouRNAL 607 


permit of this. The Board also supports the observation 
that, in order tq attract and retain in the service suitable 
assistant medical officers, their financial prospects should 
be improved. 

Entire agreement is also expressed with the Commission’s 
recommendation that the treatment of insanity in all its 
stages should be divorced from the Poor Law. The Board 
considers that the present arrangement, under which 
patients are first dealt with in Poor Law institutions 
before reaching the mental hospitals, is open to grave 
objection. It is also deemed indefensible that individuals 
should be pauperized merely because they become ill 
mentally and are treated at the public expense. 


Mental Disorders. 

On January Ist, 1927, the number of notified insane 
persons under care in England and Wales was 136,626, 
an increase of 2,743 during the preceding year, while the 
average annual increase for the five years ending January 
Ist, 1927, was 2,582. The relative distribution of the 
sexes—males 43.9, females 56.1—was the same as in each 
of the three preceding years. 

First admissions—that is, of certified patients—during 
1926 numbered 17,517, or 79.9 per cent. of all the direct 
admissions—about 1 per cent. below the average of the 
preceding five years. 

The number of persons discharged from reception orders 
as recovered, relieved, or not improved numbered 10,460 
(males 4,279, females 6,181). Of these 6,983 were dis- 
charged as recovered, yielding a recovery rate, calculated 
upon the direct admissions, of 31.85 per cent. 

Deaths numbered 8,411 (males 4,131, females 4,280). 
This number was 140 fewer than in the preceding year, 
and the death rate was the lowest ever recorded—7.3 per 
cent. of the daily average number resident. 

The question of accommodation has continued to give 
considerable anxiety. Quite apart from the actual growth 
of numbers additional buildings, especially admission hos- 
pitals and laboratories, are necessary for the more effectual 
treatment and classification of the patients. 


Infectious Diseases, 

Enteric fever occurred in 33 mental hospitals in 1926, 
as against 35 in 1925. Thirteen hospitals had one case each 
and nine hospitals had two each. The disease terminated 
fatally in 10 men and 20 women patients, and in 2 women 
nurses, 

The number of cases of dysentery during the year was 
5li—more than double the number for 1925. The deaths, 
which numbered 98, were, however, only 19 in excess of 
those in 1925. The infection occurred in 52 hospitals, 
and three hospitals together accounted for 212 cases. 

In spite of the increase of 2,710 in the hospitals’ popula- 
tion in 1926 the number of notifications of new cases of 
tuberculosis (all forms) fell by 195, and the number of 
deaths diminished by 43. The rate per 1,000 of noti- 
fications of pulmonary tuberculosis for the year was 8.4; 
the death rate was 6.6—much the lowest yet recorded. 


Mental Deficiency. 

The lack of accommodation for defectives becomes every 
year more urgent. The Board directs attention to its 
report of the previous year, when this subject was fully 
dealt with, and also to the Report of the Departmental 
Committee on the Treatment of Young Offenders, whose 
opinion must carry weight with those local authorities 
who have made no provision for the mentally defective. 

The number of mentally defective patients on Januar 
Ist, 1927, was 38,882 (males 19,144, females 19,738). This 
total includes cascs under statutory supervision. During 
the year there was a total increase of 2,067 patients under 
care. 

Reprehensible as is the marriage of defectives who have 
fen certified as unable to manage themselves and their 
affairs or as needing care, supervision, and control, it is 
no means but the Board, whilst character- 
wing the practice as ‘‘ the height of unwisdom and the 
negation of the aims of a civilized community,” seriously 
doubts if public opinion is sufficiently informed to allow 
of the necessary legislative measures to be taken to 
Prevent it. 

It is pointed out that the procreation of children by 


unmarried defectives, deplorable as it is, has not as a rule 
the same evil consequences to the children as the marriage 
of defectives. In the former case the children are generally 
‘brought up apart from their parents and so given the 
chance of as full a development as possible, whilst those 
who are the offspring of married defectives remain under 
the control of persons who ,are incapable of taking care 
of them, and they are consequently exposed to hardships, 
neglect, and ill treatment that the mental .condition of 
their parents renders inevitable. 

The Board is of opinion that the publication of the 
facts discovered by local authorities as to the extent 
to which marriage of defectives takes place might go far 
to prepare the way for legislation and to justify an 
alteration of the law. 

With regard to the bill recently introduced into Parlia- 
ment to amend the Mental Deficiency Act of 1913 in 
respect chiefly of the definitions in that Act, the Board 
expresses thorough approval. The present definitions, 
which require that only those defectives may be dealt with 
in whom it can be proved that the defect has existed 
‘‘from birth or from an early age,’’ have prevented 
many cases from receiving the care and protection of 
the Act although urgently in need of them. 


THE NEW NATIONAL LIFE TABLE. 

Report BY THE GOVERNMENT ACTUARY. 
A Report by the Government actuary, Sir Alfred W. 
Watson, K.C.B., on life tables based on the population of 
England and Wales, as returned in the 1921 census and on 
the average number of the deaths recorded in the three 
years 1920, 1921, and 1922, has been published as 
Part I of the Registrar-General’s Decennial Supplement.* 
Throughout the report the experience of males and females 
has been examined separately. 

The principal table is a new national life table for 
England and Wales, henceforth to be known as the English 
Life Table No. 9. This table confirms the generally 
accepted view that the vitality of the nation (as measured 
by length of days) has been steadily improving. 

A rough measure of the improvement is afforded by the 
following comparison of the expectations of life, the 
English life tables No. 7, No. 8, and No. 9 being taken 
as representative of the conditions existing in 19C6, 1911, 
and 1921 resp¢ctively. 


Expectation of Life (Years). 


MALES. FEMALES. 

English | English | English English English | English 

Age. Table, Table, Tabie, | A8e- | Table, | Table, Table, 
No.7. | No.8. | No.9. | No.7. | No.8. No. 9. 

0 48.53 51.50 55.62 || 0 52.38 | 55.35 59.58 
10 51.81 53.08 54.64 | 10 51.53 55.91 57.53 
20 43.01 44.21 45.78 | 20 45.77 47.10 48.73 
30 34.76 35.81 3740 | 30 37.36 38.54 40.26 
40 26.96 27.74 29.19 | 4 29.37 30.30 31.86 
50 19.76 20.29 21.36 | 50 21.81 22.51 } 23.69 
- 60 13.49 13.78 14.36 | 60 15.01 15.48 16.22 
70 8.29 8.53 8.75 70 9.25 9.58 9.95 
80 4.85 4.90 4.93 | 8 5.36 5.49 553 
90 2.56 2.87 2.82 | 9 2.94 3.16 | 3.13 


Examination of the rates of mortality at individual ages 
shows that the improvement is specially marked at the 
youngest ages. The probability of a child dying in the 
first year of age is found to have decreased by about 
40 per cent. during the fifteen years from 1906 to 1921. 

At the ages of adolescence and of young manhood and 
womanhood the new rates do not differ greatly from those 
of the No. 8 table. In the case of males there is no 


istrar-General’s Decennial Supplement. England and Wales, 
iat Perth, Life Tables. H.M. Stationery Office. (Price 2s.) 
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evidence of any deterioration, but it is noteworthy that 
for females aged between 18 and 27 the new rates of 
mortality are appreciably higher than those in the previous 
national table. In the main part of the table from ages 


- 30 to 80 the vitality of both sexes is shown to have 


increased very considerably, but at the advanced ages 
little progress is indicated. 

» Rates of mortality have been calculated for women 
with reference to marital condition—single, married, and 
widowed. At the youngest ages for which comparison is 
possible the lightest rates are those for single women. 
The rates for single and married women differ but slightly 
between ages 24 and 37. Thereafter the rates for married 
women are usually lower than those of single women or 
widows. The rates of mortality for widows are invariably 
heavier than those for single women or wives. 

The deterioration in the vitality of young women 
between 18 and 27 disclosed in the national table reappears 
in the spinsters’ experience, but is not found in that of 
married women. 

A special feature of the report is an investigation of 
the comparative mortality experience of sections of the 
country, according to geographical situation and density 
of population. For the purpose of this inquiry the country 
has been divided into ten geographical areas. Each of 
these, except Greater London, has been subdivided into 
three sections—county boroughs, urban districts (including 
municipat boroughs), and rural districts—and the experi- 
ence of each section has been examined in quinary age 
groups. The results of this investigation are summarized 
in the following table. 


Ratios of Population Death Rates in the several Geographical 
Divtsions and Subdivisions to the corresponding Rates for England 
and Wales (ages 5 and upwards) computed throughout on a 
Standard Age Distribution—namely, Population of England and 
Wales, Census 1921. 


MALEs. FEMALES 

25/22) 
54] 2a 


Northumberland andj 1.29} 1.13/ 0.94{ 1.14} 1.28} 1.23] 1.14 

Durham . 
Cheshire and Lancashire | 1.25 | 1,10 0.89 1.17] 1.21] 1.15] 0.98 
Yorks (West Riding) ...| 1.18 | 1.06 0.91 | 1.10| 1.17° 
South Wales ee | 1.15} 1.20; 093) 1.07] 1.14} 1.20] 1.09 
Yorks (East Riding, North | 1.17 | 0.97 | 0.79 | 0.98} Is, 0.99/ 0.91 

Riding), etc. 
North and West Wales...| — | 0.96; 0.95/ 0.95/ — | 0.95! 1.09 
Cent “ounties ... 1.05 | 0.93 | 0.81 | 094] 1.02} 0.95 | 0.88 
Southera Counties | 0.93 | 0.86 | 0.77} 0.84 | 0.89} 0.83 | 0.82 
Eastern Counties ... 0.91 | 0.86 | 0.73 | 0.81 | 0.90} 0.86 | 0.83 


Metropolitan Area — — | 103; — — | 0.96 


esc = w | Whole 
SRR SEES B | 
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Tt appears to be established that the rate of mortality 
varies both with the geographical distribution of the 
people and with the density of the population, and that 
greater variation in the death rate from the general 
average is attributable to the geographical element than 
to density of population. . 

In all the areas the difference between the death rate o 
the county boroughs and that of the rural districts is 
greater among males than among females. The diversity 
of the experience of the two sexes appears to be 
attributable, not to the greater strain of occupational 
conditions as affecting male lives in the county boroughs, 
but to the relatively favourable mortality experience of the 
male population in the rural areas. 

A detailed investigation has been made of the experience 
of the sections showing the highest and lowest death rates 
—the county boroughs of Northumberland and Durham, 
and the rural districts of the Eastern Counties—to illus- 
trate the maximum effects of the geographical and density 
elements. The results of the comparison are very striking. 
For example, the probability of a child dying within the 
first ter. years of its life in the rural districts of the 


Eastern Counties is only about half of that in the coun 
boroughs of Northumberland and Durham. The respectiyg 
probabilities of dying within ten years in the county 
boroughs of Northumberland and Durham and in the ruraj 
districts of the Eastern Counties are: 


For a man aged 20 0.052 and 0.034 
50... 0.201 and 0.104 
For a woman aged 20 ... ... 0.042 and 0.036 
» os 0.159 and 0.093 
70 0.622 and 0.468 


The effects of density of population were further investi. 
gated in the case of one area, the Central Counties. 

For Greater London complete life tables, for males and 
females separately, have been prepared. A general survey 
of the experience indicates that the vitality of the metre 
politan area approximates fairly closely to that of England 
and Wales, that of the males being slightly inferior and 
that of the females slightly superior to the general 
average. In the case of both sexes the rates of mortality 
for ages between 15 and 30 are found to be relatively 
light, a feature traceable in the experience of other 
populous sections, and attributable presumably to the fact 
that the population of the towns is being continuously 
recruited by the accession of healthy lives from other dis 
tricts. It is suggested that the demand for domestic help 
may account for the fact that the feature is more strongly 
marked amongst women than amongst men. 

In conclusion, it must be emphasized that the rates of 
mortality shown in the national tables are the results of 
the aggregation of data relating to a number of sections 
with widely varying characteristics, and that the circum 
stances of any one particular area may not be at all 
accurately reflected at any point in the general experienc 
to which it has contributed. 


MEDICAL DEFENCE UNION. 


Annvat GenFRAL MEETING. 
THE annual general mecting of the Medical Defence Union 
was held at the Royal Bath Hospital, Harrogate, o 
September 24th, with Sir Hersert Warernovse, the presi 
dent, in the chair. ; 

In proposing the adoption cf the annual report of the 
council for the year 1926-27, Sir Herbert Waterhouse said that 
this was a record of the continued growth and progress 
the Union, though limitations of space made it only possible 
to mention some of the more important matters dealt with 
during the past year. The Hume-Spry case was the bigget 
and the most anxious case with which the council had been 
concerned during the year; it was also the most expensive, 
and, he believed, had cost more than any other action sine 
the Union was founded. Fortunately, however, the memben 
cencerned were completely vindicated. Commenting on this 
case the president entered a protest against the existing 
judicial system which permitted medical practitioners, who had 
done their duty honestly in the interests of the public and d 
the patient, “‘to be subjected to a lengthy and costly trial, 
because the plaintiff is able to produce affidavits from 
medical men, who see him some months or even years afte 
he was certified, testifying without any inquiry of those 
professional attendance on the patient at the time of, or pridt 
to, certification that he was not insane when certified, and 
that those who certified acted negligently and/or in bad faith 
Except for such affidavits this case would never have gone 1 
trial. The verdict of the jury and the remarks of the judg 
sufficiently indicate the value they attached to such evidence.” 

In numerous other cases, the president continued, the Univl 
had been able successfully to defend members whose profes 
sional work had been called in question. As a consequence 
the satisfactory state of its finances the Union had been able 
to increase still further the benefits of membership. The 
council was now prepared to defend an action brought against 
a member in consequence of the acts or omissions in any eve 
of a subordinate medical officer or a non-medical subordinate 
and of a partner or assistant if he belonged to either of fi 
two English defence societies. This constituted a ve 
material advance on the former position, and there was om 
further innovation. A member could now obtain protectio 
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against actions arising out of the acts or omissions of an 
assistant who was not himself a member of any defence 
seciety by paying an additional annual subscription of 10s. 
in advance. Again, the Union’s reciprocal arrangement with 
the other society as regards assistants had now been extended 
to partners. 

Referring to a circular letter issued last February to every 
member of the Union on the subject of z-ray examinations in 
cases of injury to bones or joints the president said that this 
had been interpreted by some as implying that a member who 
had not made an 2-ray examination in any such case would not 
be defended. That was not what the letter said, and it was 
not what the council intended. It was a warning that in all 
such cases the member should in his own interests advise an 
a-ray examination, and that when such advice was not followed 
the member should for his own protection place the advice 
given on record by writing a letter to the patient and keeping 
a copy in case of future trouble. This recommendation was 
based on experience of scores of cases, but was constantly 
ignored, thus depriving the council of the only evidence which 
as a rule made a successful defence possible. 

Sir Herbert Waterhouse concluded by expressing apprecia- 
tion of the services of Dr. James Neal, the general secretary, 
and Mr. Hempson, the solicitor. 

The report of the council and the financial statement for 
the year 1926 were adopted unanimously. Dr. E. C. Green- 
wood, Dr. H. Robinson, and Mr. W. G. Spencer, the retiring 
members of council, were re-elected. The auditor, Mr. Lewis 
Hardy, was reappointed, and authority was given for the 
payment of the first-class railway fares (with expenses if 
detained for the night) of members of the council attending 
council meetings from provincial centres. The proceedings 
ended with a vote of thanks to the president and council for 
their services during the past year. 


Canada. 


[From ovr Montreat 
AND Paysican Derecr. 

Auprrta is the first Canadian Province to venture on 
kgislation in regard to sexual sterilization. The.criticism 
made at the outset, however, is that the measure proposed 
is not as far reaching as has been generally advocated, 
since it is designed to apply only to persons who have been 
inmates of a mental hospital. This will obviously result 
ina large number of feeble-minded not being reached 
at ail, whilst on the other hand many such inmates suffer 
from mental disease rather than mental deficiency. The 
administration of the Act is to be entrusted to a board 
of two medical practitioners nominated by the University 
of Alberta and the Council of the College of Physicians and 
Surgeons and “‘ some person other than a medical practi- 
tioner.”’ The three appointments are to be made by an 
order in council, Some criticism of the Provincial Govern- 
ment is aiso being made in regard to a travelling clinic 
which the department of public health has been sending 
to certain outlying districts where there is a lack of 
medical aticution, and where it has been found on investi- 
gation that there are amongst the children remediable 
physical defects. This type of clinic has been in operation 
for some years, apparently successfully, but the extension 
of its work to larger areas is, in the opinion of some, apt 
to introduce an clement of interference with ordinary 
medical practice. On the other hand, the Province claims 
that there is no intention of introducing any form of State 
medicine, but rather to provide medical aid in areas where 
it does not at present exist, or is at any rate inadequate in 
amount. It is claimed by the critical, however, that no 
Co-operation with the medical men is being attempted. 

® work is done entirely through the schoo!s (children only 
are treated) the parents being notified of the date the 
tiniec is to arrive. The collection of the clinic fees is made 
ya local committee chosen from groups of schools. There 
also seems to be ground for criticism in that there is no 
adequate provision for the after-care of the children in 


sich cases, for example, as the removal of the tonsils and 
adenoids. 


MEDICINE AND THE 


The question of State medicine has been brought before 
the profession in Canada as the result of a letter from a 
physician in Saskatchewan. This Province is one in which 
the population is spread over very large areas and medical 
service is not proportionately arranged. The Provincial 
Government has therefore seen fit to appoint salaried 
medical officers in certain areas. It appears, however, that 
State paid doctors were appointed in two municipalities 
which had no real need for them, and the medical men 
already established there felt appreciably affected. Ex- 
pressions of opinion on the subject of employment of 
doctors by the State have been obtained from the various 
Provinces, and they show decided variations in the point of 
view. On the whole, the principle of municipal doctors 
for general medical work was objected to. It was admitted, 
however, that the distinction between contract work with 
the Government and contract work with companies is one 
which is hard to draw; and there never has been any 
criticism of companies employing medical men. It was 
hinted, too, by some that these State appointments were an 
expression of discontent on the part of the public with the 
excessive cost of sick attendance, in some parts of the 
country at least. This, of course, introduces another 
question altogether. It is quite possible that these 
rumblings, however faint at present, may be warnings of 
what the profession may have to face in its future relations 
with the political forces. 


Tae Meptcaut ScHoors. 


There is no falling off in the numbers of entrants for the 
medical schools, judging by the applications received by the 
McGill Medical Faculty this year. Over 600 have made 
application, but only 120 of these have been accepted for 
the first year class owing to the recent decision to keep the 
entrance classes within reasonably handled numbers for 
teaching. It is remarked that a noticeable proportion 
of those entering medicine are the sons of physicians. 
About fifty students are from the United States, there 
being representatives from sixteen States. This is perhaps 
one of the more healthy forms of ‘‘ peaceful penetration,” 
providing as it does a very thorough form of mutual under- 
standing. California seems to be unusually eager to send 
its sons afield—and to Canada—since a large number of 
applications were received from that State, six of which 
were accepted. It augurs well for the general educational 
standing of the medical men of the day that about 75 per 
cent. of those coming in are taking B.A. or B.Sc, degrees 
before entrance. 


Tue Canapian ASsocraTIoN. 


The annual meeting of the Canadian Medical Associa- 
tion is now a good way behind us, but it has left a lasting 
sense of growth and expansion within the profession in 
Canada. It was held in Toronto, and while it would be 
an invidious comparison to say that it was any more 
successful than previous meetings, there is no doubt that 
it had the largest attendance yet chronicled. Since this 
was a jubilee year for the Canadian Medical Association 
Dr. Starr took the opportunity of recalling its progress 
since its foundation in 1867. There had been striking 
growth, but there were periods of depression. In 1892, for 
example, there seemed to be such a lack of interest on the 
part of the members that a proposition to disband was 
seriously considered. The contrast between such an out- 
look and the present strength of the association needs 
little elaboration. There is a national value in these con- 
ferences which must not be overlooked. We have an East 
and a West, and a Middle West, too, in Canada, and, 
as it was well put by one member, ‘‘ the country needs 
belting together from East to West, and every social 
contact, every common interest, every intellectual affinity, 
every mental picture of the face of a friend afar, every 
idea gathered from someone who lives at the other side 
of the Dominion, is at the same time a coupler between the 
country’s sections and a buffer between its sectionalisms.”” 
The meeting in 1928 will be held in Charlottetown, Prince 


Edward Island. 
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Gnion of South Africa. 


[From ovr Pretoria ] 


TUBERCULOSIS RESEARCH. 

Tyr South African Institute for Medical Research, 
Johannesburg, has undertaken a comprehensive investiga- 
tion into the causes, mode of spread, and methods of pre- 
vention of tuberculosis in the Union. The investigation is 
being financed in equal shares by the Chamber of Mines, 
the Department of Public Health, and the Native Deferred 
Pay Fund Board, and an advisory committee has been 
appointed on which all the parties concerned are repre- 
sented. This research is being led by Colonel Lyle 
Cummins, professor of tuberculosis in the Welsh National 
School of Medicine, Cardiff, a well known authority on the 
subject, who is being assisted by Dr. Peter Allan, late 
medical superintendent of the tuberculosis sanatorium of 
the Union Health Department at Neispoort. Professor 
Cummins is devoting the long vacations during the next 
three years to this investigation. He arrived in Capetown 
on July 25th, and proceeded direct by the ‘ Union 
Express ’’ to Johannesburg, where he was joined by Dr. 
Allan, who has been seconded from the Health Departmeat 
for the research. 

As regards natives, the scheme involves investigations, 
not only of the labour centres on the Witwatersrand gold 
mines and of the collieries and diamond mines, but also in 
kraals and locations in the native territories. The investi- 
gators have now completed a preliminary tour of the native 
territories of the Transkei and Ciskei, in which they were 
accompanied by Dr. A. I. Girdwood, chief medical officer 
of the Witwatersrand Native Labour Association. 


Hookworm IN THE Mines. 

Reference was made in the British Mepican JovrNan 
of June 11th to the discovery of an unexpected prevalence 
of ankylostomiasis among Rand native miners recruited 
from Portuguese East Africa. The investigations which 
followed have not only confirmed this discovery, but also 
that the disease has spread to British South African 
natives and even Kurepeans employed in the mines. All 
European miners on the Witwatersrand pass through the 
Miners’ Phthisis Medical Bureau once in six months. This 
procedure is designed primarily to detect and eliminate 
early silicosis, but it serves sometimes also to detect other 
conditions. It was at the bureau that European hookworm 
cases were discovered at the end of last year, after the 
sanitation department of the Rand Mines, Limited, had 
drawn attention to the existence of the disease among mine 
natives. Thereafter miners coming to the bureau who 
were observed to be suffering from marked anaemia were 
advised to consult their private doctors, it being pointed 
oui to them that the condition might be due to ankylo- 
stomiasis. Of 66 men so advised, at least 26 were since 
found to be suffering from hookworm disease. 

It now appears to be certain that hookworm is con- 
veyed to the mines almost exclusively by natives from the 
East Coast (Portuguese East Africa), some 50 per cent. of 
whom have been found to be infected on arrival. Infection 
of the underground workings has been traced in all of the 
mines investigated, and it is clear that most, if not all, 
of the infected Europeans have contracted the condition 
from these mines. Seventy-six European cases have been 
reported from mines known to have soil infection.. Except 
at the Village Deep and City Deep, the infection of the 
workings seems to have occurred only during the last twelve 
or eighteen months, and does not appear to be serious. 
There is no evidence that Europeans can contract the 
disease anywhere in the Union outside the gold mines in 
which larvae have been found. Hookworm amongst 
Europeans must’ therefore be considered an occupational 
disease. The Chamber of Mines has now accepted respon- 
sibility for the disease amongst Europeans as an occupa- 
tional disease, and has not only taken steps for its 
eradication, but is also dealing with affected cases in terms 
of the Workmen’s Compensation Act. The Rand Mutual 
Assurance Company, Limited, will pay compensation for 
such period as the workman is medically certified to be 


incapacitated for work; this will usually be for the four 
two-day periods in which he is receiving active treatment, 
No additional charge is being made by the company for 
this insurance, 

In natives ankylostomiasis is not being regarded as an 
occupational disease, as they arrive at the mines in an 
infected condition. All newly recruited East Coast natives 
now receive mass treatment with carbon tetrachloride 
prior to and during the period of their employment. All 
natives admitted to hospital for any cause on the Village 
Deep and City Deep are examined for the presence of 
hookworm, and all those found infected are treated. Even 
in untreated cases the worms tend to die out in six 
to nine months, provided there is no reinfection. This 
natural termination, and the fact that treatment is simple 
and efficacious, will make eradication a fairly easy matter; 
the worm will have to be eliminated from its native 
carriers and the infection of soil prevented by the adoption 
of suitable latrines. Destruction of the larvae in the soil 
by means of antiseptic has not proved successful, but they 
are destroyed by saturating the soil with common salt 
solution. 


Conrrot or Carriers or Inrectious 

In the Government Gazette of August 12th were pub 
lished regulations with regard to carriers of infectious 
disease made under the Union Public Health Act. Persons 
suspected on reasonable grounds of harbouring infection, 
and consequently being liable to cause the spread of disease, 
must afford health officers of local authorities or of the 
Government every facility for obtaining specimens of blood, 
excreta, discharges, or of other material required for 
examination and investigation. A suspected carrier may 
be taken to a hospital or other suitable place for the 
purpose of examination and detained there as long as 


required. A carrier must observe all reasonably prac 
ticable instructions given him by a local authority 
or Government health officer in regard to disposal 


of his excreta and other precautions for preventing the 
spread of infection. He must notify change of residence 
or work. He may be required to undergo treatment, to 
remain under medical surveillance for a specified period, 
to report at specified times and places, not to handle food 
or articles used in connexion with food intended for con- 
sumption by others. Magistrates and health officers must 
ensure that these regulations are carried out sympathetic 
ally and without move hardship than is unavoidable im 
the public interest. Penalties are provided for persons 
found guilty of contravening these regulations, or failing to 
comply with them or to assist in their enforcement. 


Tue tate Dr. J. M. Mentiss.- 
The death occurred, on July 30th, in the Johannesburg 
General Hospital, of Dr. John Maximilian Mehliss, in his 
fifty-ninth year. Since 1893 until shortly before his death 


’ Dr. Mehliss was medical officer to the Lazaretto and the 


Chronic Sick Home at Rietfontein. These two institutions 
—the former a Union Government concern administered 
by the Union Health Department, the latter falling under 
the Transvaal Provincial Administration—are situated 
close together, between Pretoria and Johannesburg. The 
son of an officer of the King’s Hanoverian Legion, which 
corps provided the Eastern Province of the old Cape Colony 
with so many of its finest settlers, Dr. Mehliss was bom 
in Grahamstown in 1868. His early education he received 
in Dale College, Kingwilliamstown, where he was a col 
temporary of the fathers of several of the younger medi 

practitioners of the Union of to-day. He went to Germany 
for his medical training, passing the Staats Examen ™@ 
1892, and receiving the Munich Doctorate the following 
year. He then returned to South Africa, and after 4 
short appointment as distri¢t surgeon of Krugersdorp, he 
commenced the appointment at Rietfontein, which he held 
with conspicuous success. Last February cerebral haemor 


rhage occurred, and it seemed unlikely that he would be 
able to resume his duties. But after a surprisingly short 
time he was about again, doing his daily rounds of the 
_ wards, conducting the venereal clinics and doing the minor 
operations as before. Though his movements were 


slow 
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and weak there appeared to be no mental impairment, 
except for one curious manifestation : he would mistake 
young practitioners for their fathers, and, somewhat to 
their embarrassment, discuss with them events that 
occurred before they were born. His will required a 
burial at Rietfontein similar to that of his pauper patients 
of the Chronic Sick Home. 


RetrrEMENT OF Dr. L. G. Haypon. 

Dr. L. G. Haydon, assistant health officer for the Union 
of South Africa, retired from the Department of Public 
Health at the beginning of September after twenty-seven 
years in the service of the State. He qualified in Aberdeen 
in 186, took the D.P.H. of the same University in the 
following year, and short!y afterwards volunteered for plague 
duty in India. He was soon in charge of seveh improvised 
hospitals in a district where the average daily death rate 
was 350. As each hospital was always full at night, and 
all the patients usually dead before dawn, there was little 
to do in the morning but have the corpses burnt and the 
hospitals swept out. After plague had diminished in India 
his roving spirit took him to Australia. He carried with 
him some plague cultures, and thongh on arrival in Victoria 
he gave specimens to the health authorities, he was arrested 
for importing dangerous material. However, the Victorian 
Government relented and he was put in charge of a leper 
station, but soon after we find him in Durban with 
Buller’s forces helping with the wounded from Colenso. 
At the end of the Anglo-Boer war he entered the Natal 
public health service, with which he remained until the 
Union Public Health Act of 1919 established a central 
health department for the whole Union. During the great 
war he served in the African campaigns. On September 2nd, 
the day he retired, he was bidden farewell by the staff of 
the public health department. Sir Edward Thornton, in 
making a presentation on behalf of the staff, commented 
on the valuable services that had been rendered to the 
country by Dr. Haydon. The latter responded suitably, 
stressing particularly the splendid team work and loyalty 
in the department. He leaves shortly for Australia, where 
he has farming interests. 


Ireland. 


Carnecie WELFARE Ciinic ror Dustin. 
Ix the presence of a large gathering of the medical pro- 
fession and ladies interested in philanthropic work in the 
city, the new Carnegie Welfare Clinic, Lord Edward Street, 
Dublin, was recently opened by Sir Donald MacAlister, Bt., 
K.C.B., vice-chairman of the Carnegie United Kingdom 
Trust, in connexion with Civic Week celebrations. General 
Muleahy, Minister for Local Government and Public 
Health, who presided, extended a hearty welcome on 
behalf «f the citizens of Dublin to Sir Donald, who, he 
said, as President of the Medical Council, had done 
so much to establish good relations between the medical 
profession of the Saorstat and of Britain. As _ vice- 
chairman of the Carnegie Trust he had given a great 
personal contribution of service to Dublin in seeing that the 
grant for that magnificent clinic had been preserved until 
the building could be erected. They were under a deep 
debt of gratitude to him for this, and for his presence. 
Sir Donald MacAlister, in declaring. the institute open, 
said that ten years previously, in October, 1917, the 
Physical Welfare Committee of the Carnegie Trust resolved 
to employ part of its funds for the purpose of encouraging 
the movement to promote better conditions of life for the 
needy mothers and infants of Great Britain and Ireland. 
Progress had been initiated and fostered here and there by 
Various voluntary societies and local authorities. Yet, 
although the objectives of the movement were clearly of 
National importance, and concerned the well-being of the 
people everywhere, and though laws had been made 
empowering local expenditure on schemes for promoting 
Its ideals, but little was being done in the country generally 
to use these powers or to establish permanent agencies for 
the welfare of mothers and young children particularly. 
The policy of the Carnegie Trust in such cases was to apply 
its funds, not to relieve authorities of. their obligations, 


but by example to show them how they might best fulfil 
these. The Trust was willing to act as a pioneer in certain 
selected areas by offering, for instance, the capital cost of 
a suitable building for a new institution, where lack of 
capital was proving a hindrance, on condition that the 
annual maintenance costs of the work in it were guaranteed 
from local sources. It sought to help those who were ready 
to help themselves when initial difficulties of site and 
buildings had been overcome. With this end in view it 
had decided to offer to each of half a dozen local authorities 
in England, Scotland, and Ireland the gift of a model 
maternity centre, designed and equipped on the best and 
most practical lines, provided that these authorities under- 
took its upkeep and agreed to work it efficiently for the 
purpose in view. Many more such centres were, of course, 
required if the needs of the people were to be adequately 
met, but the model centres would, if successful, at least 
afford an example which might move other authorities to 
emulation and imitation, and so serve to advance the 
national solution of the problem. Tho Trust’s enterprise, 
and the hopes it formed, had not failed of fulfilment. The 
Carnegie model centres in Shoreditch; Birmingham, Liver- 
pool, Motherwell near Glasgow, and at Rhondda in South 
Wales had been of undoubted value to these places, but, 
what was more important, they had been copied—perhaps 
surpassed—in well over three hundred other localities. It 
could now be said that in Great Britain the movement had 
at last taken firm root. The immense public utility of the 
maternal welfare centre had been demonstrated and recog- 
nized. A new sense of responsibility for the well-being of 
the nascent generation had been awakened in the com- 
munity, and the scope of the national public health service 
had been widened and made more humane in its treatment 
of mothers and infants than ever before. The aim of the 
centre was not treatment of damage already done; that 
was the function of hospitals and infirmaries. It was the 
prevention of damage, the conservation of life by the 
diffusion of knowledge among mothers, the watchful avoid- 
ance of danger to the normal, and the healthy development 
of infants. On behalf of the Trust he thanked Sir Coey 
Bigger for his aid to the Welfare Committee in realizing 
its aims and overcoming its difficulties; he had more than 
once proved a sagacious counsellor and a tactful negotiator. 
Gratitude was expressed also to Commissioner Dr. Dwyer, 
Dr. Russell, medical officer of health of the city, and to the 
architects and builders. Senator Sir Edward Coey Bigger, 
M.D., moving a vote of thanks to Sir Donald MacAlister, 
expressed the hope that his valuable address would be an 
inspiration to all interested in child welfare work. Sir 
John William Moore, seconding the vote of thanks, said 
that Sir Donald MacAlister had protected the medical 
profession from ruin in Ireland. It was by his statesman- 
ship that the authorities on both sides of the channel had 
been brought to agree that the Medical Acts would not be 
interfered with, and that the Saorstat should have its own 
Medical Council and its own Medical Register. The vote 
of thanks was passed with acclamation, and Sir Donald 
was presented with a silver key as a memento of the 
occasion. 


Correspondence, 


THE ETIOLOGY OF EPIDEMIC ENCEPHALITIS. 

Sirn,—Might I be allowed to point out that Dr. 
Greenfield's criticism in the British Mepican Jovurnar 
of September 24th (p. 535) of some of the work done on 
the etiology of encephalitis lethargica is hardly in agree- 
ment with the facts. He groups the workers in this 
country with Loewy and Strauss, and Kling, and then 
states that the results can be completely discounted. This 
statement is apparently based on the fact that rabbits 
suffer from a spontaneous form of encephalitis due to the 
Encephalitozoon cuniculi. 

The main facts of our experimental work on encephalitis 
lethargica are that during the height of the first epidemic 
in England inoculations into monkeys and rabbits gave 
numerous successful results, and in the case of the latter 
as high a figure as 70 per cent. was reached, while 
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numerous control inoculations were without effect. 
Further, the lesions produced were indistinguishable from 
those of the human disease. 

Dr. Greenfield admits that these histological lesions are 
very similar to those of the human disease—‘‘ in particular 
feci of lymphocytic exudate and perivascular infiltration ”’ ; 
whereas, as is well known, the spontaneous encephalitis of 
rabbits shows a vastly different type of histological picture, 
in which the parasite can readily be demonstrated. He 
also states that the animals show no symptoms, therefore 
he could not have read the account, given by us, of the 
experimental disease. 

I might add that some time ago Flexner in America 
made a somewhat similar unconsidered criticism, but 
apparently Dr. Greenfield had not seen my reply. 

IT think that the points raised above are sufficient to 
invalidate the criticism put forward by Dr. Greenfield.— 
I am, ete., 

Bland-Sulton Institute of Pathology, 

Middlesex Hospital, Sept. 27th. 


James McInrosn. 


Sir,—F rom the second paragraph of his address on the 
pathology of epidemic encephalitis at the Annual Meeting 
of the British Medical Association (as reported in your 
issue of September 24th, p. 535) Dr. Greenfield does not 
appear to be fully cognizant of the recent account given 
by Kling of his work on this question.’ 

Out of 204 rabbits inoculated with different strains of 
virus of human encephalitis, Kling found that 40, or about 
20 per cent., showed the characteristic lesions. On the 
other hand, out of 160 non-infected rabbits, 10 of 
which had been kept associated with inoculated animals, 
none showed lesions. Therefore before concluding, from 
McCartney’s finding of lesions in 55 per cent. of the 
stock rabbits examined in New York, that Kling’s con- 
clusions are invalidated, it should be remembered that the 
occurrence of the disease ‘‘ spontaneously’? in rabbits 
varies greatly in different countries. Also in England it 
is met with apparently very seldom. The late Dr. DaFano 
told me that he had never found'an instance, and I believe 
Perdrau has observed extremely few. I myself have only 
found one case, in a rabbit which had previously been used 
for experimental vaccinia. On the other hand, out of 
14 rabbits up to the present inoculated with brain material 
—either given me by Kling, or from one of my own 
infected animals—4, or 28 per cent., showed the lesions. 

Kling unfortunately does not give the actual number, of 
his positive cases which showed the alleged parasite, 
Encephalitozoon cuniculi, but three of my positive cases 
showed these bodies (that is, 21 per cent. of the total 
inoculated). Kling makes one very interesting and impor- 
tant statement. Where the histological changes appeared 
to be in an early stage none of the elements were to 
be found; they occurred in the more advanced stages, 
when degenerated and necrotic foci could be found. Kling 
concludes that the bodies are not protozoa, from which 
they differ also greatly as regards biological points. He 
regards them as reaction-products to an invisible microbe, 
which he compares with the Chlamydozoa. From my own 
observations I agree with him that the bodies are not living 
organisms. My own view is that they are reaction-pro- 
ducts, a result of pathological change in the brain (and 
other organs) of the rabbit, which may at times be induced 
by more than one virus, including that of epidemic 
encephalitis, although this particular reaction-product is 
not produced in the human brain by that virus. The 
similarity of Encephalitozoon to certain stages of the negri 
bodies, another reaction-product to an invisible virus, is 
marked.—-I am, etc., 

September 26th. 


OXYGEN IN ACUTE PNEUMONIA. 

Sir,—Many practitioners unable to be present at the 
Edinburgh meeting must have read’ with interest and 
profit Professor John Hay’s introductory paper to the 
discussion in the Section of Medicine on the treatment of 
acute lobar pneumonia (Journat, September 17th, p. 477). 

As winter approaches we general practitioners look for- 
ward with a certain amount of foreboding to the cases of 


2 Acta Soc. Med. Suecanae, 52, 1926; reprint, 1927. 
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acute pneumonia with which we know we shall have to deal, 
and in which a small percentage of mortality is to be 
expected. Professor Hay places at 10 to 15 per cent. those 
who ‘will probably die—doomed from the first.”” Our 
interest, however, must concentrate, not so much on these 
or on the 75 per cent. who will survive “if allowed to do 
so,”’ as on the remaining 10 to 15 per cent. ‘‘ whose chances 
of recovery will depend on the manner in which the case 
is handled.” 

Professor Hay excellently sums up the principles of 
treatment in terse and sensible phrases, but he leaves us a 
little vague as to some details of symptomatic treatment, 
especially the use of oxygen, which he calls “‘ probably the 
best cardiac stimulant.’ 

I think it is generally agreed that oxygen is useless in 
the later stages of pneumonia and that it should be given 
early. Professor Hay says, ‘at the first indication of 
cyanosis ’’ (p. 479) and continuously for an hour at a time, 
‘He adds that the funnel method is more or less futile and 
suggests nasal catheterization with blocking of the other 
nostril, although admitting that patients with pneumonia 
will ‘‘ very rarely tolerate anything applied over the nose 
and mouth.’’ The crux of the problem is ‘‘ to get oxygen 
into the blood,” and no method of inhalation can absolutely 
ehsure that or enable us to measure the amount that is 
therapeutically of value. 

It has been my practice for twenty years to inject oxygen 
subeutaneously as soon as I diagnose acute pneumonia, 
More than one instrument is available for the purpose, 
making it possible to regulate with precision the rate and 
the amount of injection. Surely this is the only way to 
ensure oxygenation of the blood, such comparatively large 
quantities as 300 to 500 c.cm. injected into the outer aspect 
of the thigh or into the lumbar region being completely 
absorbed in twenty-four hours. The injection is painless 
and its effect is immediately seen in the lessened cyanosis 
of the patient. 

Whether oxygen so used will further reduce the mom 
tality of the 10 to 15 per cent. ‘‘ doomed from the first” 
is a question my experience is too limited to answer; but 
if it is to be given a fair chance and not condemned as 
in Osler, 4th edition (p. 137), where we read that ‘‘ it is 
doubtful whether the inhalation of oxygen in pneumonia 
is really beneficial, and the work of Lorrain Smith suggests 
indeed that it may under certain circumstances be posi- 
tively harmful,’’ then I think subcutaneous injection and 
not inhalation must be our method of choice.—I am, ete., 


Cannes, Sept. 19th. A. A. Warven, 


NYSTAGMUS AND THE WORKMEN’S 

COMPENSATION ACT. 

Sir,—The Compensation Act has now been in existence 
for twenty-one years, and no one of its many amendments 
or alterations has dealt with the essential causes that have 
led to the universal dissatisfaction which it has occasioned. 
These causes are two: (1) The disease is variable; all the 
employers and the workmen in Northumberland and 
Durham recognize the fact that the patients have good 
days and bad days. (2) It is universally admitted here 
that if a hewer has once acquired the disease it will 
assuredly recur on returning to hewing. 

_ With regard to (1) I instance the following experience 
of my own. 

I saw one man on three successive Thursdays at the eye 

infirmary; on each of these occasions he had persistent uncon 
troliable nystagmus and all the other signs and symptoms that 
indicate the disease. Four days after his last visit to the 
infirmary, on Monday, he came to be examined by me as referee 
for my report on his condition. He had no nystagmus whel 
erect im daylight, no tremors, no rapid pulse, and did not ree 
after stooping. I spent half an hour testing him in a darkened 
room with only one dazzling little pea-lamp, in the stooping 
position, in the act of hewing, and asked him to put_himself into 
any position that would —s on his symptoms. He was quilé 
unable to do-so, and said he felt — fit on that day. He on 

complained of a little giddiness after prolonged stooping, w 

passed off almost as when. he held himself erect. Yeb 
on the following Saturday he showed persistent uncontrollable 


MINERS’ 


nystagmus in daylight when erect, and all his old signs 
symptoms. 
In many eases that come to me as referee the owner? 


| representative has said, ‘“ We all agree that the man hes 
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nystagmus ’’; but the insurance company had taken the 
man from doctor to doctor until at last one was found 
to certify that he had not got the disease. Of course, the 
workman follows the same course until he can get a 
certificate that he has miners’ nystagmus. It is just what 
the Act is asking for; a referee’s report can only be given 
when there is a conflict of medical evidence. How can 
a referee assert that a man has not the disease after one 
examination? He can only say that ‘‘ to-day he shows no 
evidence of it.’’ 

A reliable opinion can only be given after repeated 
examinations. My view is that all cases of miners’ 
nystagmus should bo dealt with as they are in The 
Refractories Industries (Silicosis) Scheme, 1925, a copy of 
which can be obtained from H.M. Stationery Office, or 
through any bookseller. 

A joint committee of the employers and workmen (not 
exceeding four on each side) should be formed in each 
district to facilitate the working of the scheme. They 
should have the right of nominating two surgeons, to be 
appointed by the Secretary of State, to act as a medical 
board. All newly engaged wotkmen must be examined 
by one or more officers of the medical board before the 
engagement is ratified. The workmen must be examined 
periodically at the prescribed intervals, and the decision 
of the medical board be final. 

In this way much unnecessary expense and waste of 
time will be avoided, and the interests of both employers 
and workmen are guarded. 

At present, if a referee signs up a man as able to do 
light work at bank, in almost every case the employer 
can give the man no light work, and he is given, say, half 
the difference between his old wages and those which he 
is certified as able to earn, and with the unemployment 
dole he is often able to obtain more money than if he were 
at work. 

Employment suitable for miners’ nystagmus cases must 
be provided, and there should be industrial schools attached 
to them (as in the army scheme) so that each man can 
learn the trade which he fancies. This must be subsidized, 
and where is the money to be obtained? 

I feel sure that more than half the money given as ‘ the 
dole’ is given to those who do not deserve it. It has 
destroyed the morale and independence of the working man, 
and especially of the young lad, more than anything else. 
A lad will keep a job for a month or two and then get 
turned off on purpose to get the dole. The money saved 
by more stringent investigation as to the urgency of the 
applicant’s claim would be amply sufficient to provide all 
the funds needed. ; 

In my district it is always the best workman who comes 
before me with the most advanced evidence of the disease, 
for he goes on hewing until he can hew no longer. I am 
convinced that if a man were to apply for examination 
within the first six weeks of the occurrence of any sym- 
ptoms he would, on being given other employment, lose 
them all within six months, and would be quite able to do 
any other work away from a colliery that he fancied. 

In former papers I have shown that some men acquire 
the disease and others escape it though doing the same 
work, and that the disease is increasing at an alarming 
rate. It seems to me that without doubt some are born 
with a predisposition to the disease, and this predisposi- 
tion is clearly hereditary; further, that during the year 
1922 I found that, in considering over 36,000 underground 
workers, of whom about one-third were hewers, the per- 
centage of hewers who acquired the disease during that 
year was very nearly four times the percentage of non- 
hewers ; hence hewing, or something connected with hewing, 
was far more important than deficiency of light, to whi 
both classes were equally exposed (Britisz 
Journan, May 5th, 1923). 

From this it follows that the pit villages are hotbeds for 
cultivating the disease. The only reasonable scheme for 
eliminating the disorder is to clear out from the pit villages 
all those who have acquired the disease, with their families, 
until eventually they are inhabited by only those who are 
inmune, . 


It is a disgrace to the profession that no steps whatever 
have been taken or even suggested for wiping out this 
scourge. I should wish that, if my proposal is adopted, 
all new cases should apply to the medical board for exam-~ 
ination within six weeks of the occurrence of symptoms, 
and only receive compensation on their signing an under- 
taking not to engage in any colliery work again. As soon 
as the workmen realize that they will be attended to and 
taught new ways of earning their livelihood they will be 
ready and anxious to do this, instead of being branded as 
derelicts for life.—I am, etc., 


Newcastle-on-Tyne, Sept. 11th. A. 8. Percivat. . 


CONVULSIONS DURING ANAESTHESIA. 

Sir,—Since reading Dr. Pinson’s article on this subject 
May 28th, 1927 (p. 956), and the two letters in the issue of 
September 10th, [ have had a case of this curious pheno- 
menon. The point of interest is that again the ether 
bomb was used, as in all Dr, Pinson’s cases. 

The case was one of a strong and healthy man, aged 50, 
with a perforated appendix. There was no previous history 
of epilepsy. While stitching up the peritoneum the con- 
vulsionis began by facial twitching, ‘‘ catchy ’’ breathing, 
and gradually extended to the arms and hands. The 
anaesthetic was stopped immediately and under the influ- 
ence of oxygen the colour returned to normal and the 
twitching gradually subsided, the labial muscles being the 
last to become quiet. 

There is no doubt in my mind that the convulsions were 
caused by the concentrated ether and the excess of CO 
which had accumulated under the numerous coverings of 


the frame.—I am, etc., 
Davip C. Dickson, M.B., Ch.B. 
Dunfermline, Fife, Sept. 22nd. 


DEATH CERTIFICATION. 

Sm,—In your account of Sir George Newman’s annual 
report on the state of the public health there is a state- 
ment that I should like to see ventilated : 

‘‘He compares unfavourably the present system of open certi- 
fication with the practice in Switzerland, where the certificate 
is a confidential document, and the friends of a deceased person 
have no access to the statement of causes of death.” 

To those words I emphatically subscribe. Particularly 
do I do so when I recall two cases that I was cognizant of. 

The first was that of a man, aged 67, to whom I was 
called for an ulcerated patch on the back of the pharynx; I 
was puzzled as to the nature of it, and called in a leading 
laryngologist, who diagnosed it as Vincent’s angina and 
prescribed accordingly. The ulceration extended and the 
tongue became involved, with patches of ulceration that 
struck me as possibly syphilitic. I accordingly brought 
him to see a leading authority on that subject, who at 
once pronounced it was syphilis, pointing out further that 
he had syphilitic osteitis of the bones of the tibia. No 
cause of infection could be found at the usual'site. The 
patient died three months after. 

Here was a man, well known in his district, with sons 
and daughters, brothers, and cousins all round him, 
honoured and respected by everyone, who was to be sent 
to his grave branded as a profligate and immoral man if 
I wrote on his certificate ‘‘ primary cause syphilis.’”? I did 


not do it, but added ‘‘ septicaemia,’’? in the hope that. 


the certificate would not be accepted as such by the 
Registrar-General, but that I should hear in a few weeks, 
which I did, and wrote a full explanation. 

The other instance (not under my care) was that of a 
distinguished man who, at the age of 75, developed tertiary 
ulceration of the larynx. The certificate was signed as 
such, and I have never forgotten the horror of his widow 
when she heard the cause of his death. 

I am certain that there are few medical men of standing 


who could not mention similar cases, and I feel that it. 


would save # good deal of unhappiness and would 
lead to more accurate certificates if these were made 


confidential.—I am, etc., 
Sept. 16th, H. J. M.D. 
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POOR LAW MEDICAL SERVICE. 
_Sir,—I have read with interest the letter of Dr. Cyril 
Thomas on the subject of the Poor Law medical service 
(September 17th, p. 519). 

His experience of large mixed institutions has not been 
particularly fortunate, as there are examples of institu- 
tions dealing with large numbers of sick where amicable 
relations between the master, matron, and medical officer 
are maintained. The duties of each are clearly laid down 
in the orders of the Ministry of Health, and if the spirit 
of these orders is loyally carried out there are few oppor- 
tunities for serious trouble. 

If the chief officials are antipathetic, or if their mutual 
confidence is destroyed, the situation becomes very difficult. 
The fault is not invariably on the side of the lay staff. 

Alterations in the orders are desirable to fit them for 
various conditions, but I question if the problem of efficient 
hospital management will be solved by placing all institu- 
tions of the type referred to under medical superinten- 
dents, or by appointing a doctor as both master and 
medical officer. In the meantime, some institutions with 
mixed administration provide experience for the young 
doctor not markedly inferior to that in separate infirmaries. 


—I an, ctc., 
Henry H. 


September 21st. Medical Officer, Walton Institution, Liverpool. 


_ Sm,—At the last meeting of the Poor Law Medical 
Officers’ Association it was suggested that I should write 
to you on the subject of appointments under the Poor Law 
Institutions Order. The Poor Law Medical Officers’ Asso- 
ciation has been discussing the matter for some time past, 
and has made efforts to collect opinions from men in this 
group—a difficult matter. 

There are over 600 unions in England and Wales, and 
about fifty have separate infirmaries. In over 550, there- 
fore—with a few special exceptions—their institutions are 
governed by the Order named. Many of the latter contain 
what are practically general hospitals, some of which have 
grown to considerable size. Actual conditions and pro- 
cedure vary in them, although under one Order, and 
degrees of development vary. Between them—that is, of 
the 550 odd institutions—they contain a large proportion 
of the total hospital beds of the country. 

There is little liaison between the three main groups of 
Poor Law doctors, and none at all between members of the 
group to which I refer specially.—I am, etc., 


Southend-on-Sea, Sept. 18th. R. A. 8. SunpERLAND. 


FELO-DE-SE. 
Sir,—In reference to Dr. S. A. Winstanley’s most 


pertinent remarks on felo-de-se and your footnote on the. 


same (September 17th, p. 518), the essence of this case is, 
as you point out, Was she pregnant? 

Dr. Winstanley says ‘“‘ as a matter of fact she was not 
pregnant.’’ How can he know this as a fact unless there 
was a post-mortem examination? On the other hand, how 
does the coroner know that as a fact she was pregnant? 
Unless he. did so know he cannot say she was guilty of 
felony or felo-de-se. Was there a post-mortem examination? 

The mere fact that the woman believed herself pregnant 
or intended to procure abortion on herself is irrelevant 
under Section 58 of the Offences against the Person Act of 
1861. Moreover, apart from the verdict of felo-de-se being 
wrong if based merely on a presumption of, instead of the 
fact of, pregnancy, the whole inquest is void on the ground 
that a coroner sitting without a jury cannot return a verdict 
of felo-de-se. Section 13 (2) Coroners Amendment Act, 1926, 
amended the Act of 1887 and allowed a coroner to hold 
an inquest without a jury except when ‘‘ there is reason to 
suspect, (a) that the deceased came to his death by 
murder, manslaughter, or infanticide; (b) . . .”’ Jervis on 
Coroners, 1927, states: ‘‘ This appears to include self- 
murder or felo-de-se verdicts, as the form of inquisition 
with jury is given in the schedule to the Statutory Rules, 


! 


1927, No. 344/L.13. So Dr. Winstanley or the relatives 
could appeal to the Lord Chancellor for a fresh inquest on 
the claim that (1) if pregnancy was not proved the verdict 
was misadventure and not felo-de-se; (2) if pregnancy was 
proved the felo-de-se verdict made a jury obligatory.— 
I am, etc., 


September 17th. Mepico-LeGaL. 


‘“ HANGED, DRAWN, AND QUARTERED.” 

Srr,—An experience that occurred to me whilst acting 
as regimental medical officer during the war may be of 
interest as bearing on the article in your issue of August 
6th lp. 230) and the letter published on September 24th 
(p. 569). 

In October, 1914, a party of Germans penetrated through 
our very thinly held lines near Neuve Chapelle. They 
could not get back and were rounded up. During the scrap 
one received a bayonet wound in the abdomen. This man 
walked a hundred yards to my aid post holding the whole 
of his intestines in his hands. Whilst doing what I could 
for him he talked continuously. Shock gradually overcame 
him and he died about six hours later.—I am, etc., 

Cyrit Heim, D.S.O., M.C, 

Great Horkesley, Colchester, Sept. 25th. 


THE TESTING OF DISINFECTANTS. 

Sir,—In a recent letter from this laboratory concerning 
the testing of disinfectants (July 9th, p. 79) we drew atten- 
tion to some misstatements in a standard textbook on 
bacteriology, in regard to a method of testing disinfectants 
originated by the father of one of us, in collaboration with 
Mr. J. T. A. Walker. ‘We gather that this letter has 
caused misapprehension in certain quarters, and we wish to 
state that the purpose of the letter was no more than to 
point out the inaccuracies in the book under discussion, 
and there was no intention of suggesting that the method. 
of testing originated by Dr. S. Rideal and Mr. J. T. A. 
Walker had in any way been modified or altered, whilst 
still maintaining their names. We express regret, and 
tender our apologies to Mr. Walker, for any apparent mis- 
statement or ambiguity in the wording of the letter.— 
We are, etc., 
Eric K. 
A. Scrver. 


Chemical Laboratory, Victoria Street, 
London, S.W.1, Sept. 27th. 


Gnitersities and Colleges. 


UNIVERSITY OF LONDON. 
UNIVERSITY COLLEGE. 
THE session 1927-28 opens at University College on Monday next, 
October 3rd. Students of the Faculty of Medical Sciences will be 
received by the Provost aud the Dean on that day as follows; 
First year students between 10 a.m. and 1 p.m.; students of later 
years between 2.15 p.m. and 4 p.m. ; P 

The following awards have been "made: Buacknill Scholarshi 
(160 guineas), E. A. Devenish; First Medical Exhibition (55 guineas), 
J. Apfelbaum; Second Medical Exhibition (55 guineas), R. 8. 
Ogborn; proxime accessit, M. Sternberg. 

Public lectures that have been arranged for the first term 
include the following: The first Rickman Godlee Memorial lecture 
on ‘* The co-operation of nations,’’ by Viscount Cecil of Chelwood, 
Sir Berkeley Moynihan, Bt., President of the Royal College of 
Surgeons, presiding; six lectures on “ Vision,” by Mr. R. J. 
Lythgoe; three lectures on ‘‘ Hydrogen-ion concentration,” by 
Dr. Phyllis M. Kerridge; a lecture on “The static reflexes 
Magous: how animals get pe oe and keep so,’’ by Professor 
Alt . Hall of the University of Sheffield. 

Particulars of these and other public lectures may be had on 


‘application to the Secretary, University College, London, W.C.L 


A stamped addressed envelope should be enclosed. 


LonpDoN Hospital MEDICAL CoLLEGE. 

The following entrance scholarships have been awarded at the 
London Hospital Medical College:—Price Scholarship in Science, 
£100: K. H. C. Hester. Second Scholarship in Science, £50 
A.J. P. Brown. Epsom Scholarship in Science — to students 
of Epsom College—free medical education): W. A. Hyslop. 


‘University Scholarships (open to students of the Universities of 


Oxford and Cambridge): (1) Freedom Research Fund Scholarship 
in Pathology, £100, R. H. Dobbs; (2) Price Scholarship in Anatomy 
and Physiology, £75, A. Lister. 
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Obituary. 


sIR ARTHUR SHIPLEY, G.B.E., Sc.D., LL.D., F.R.S., 
Master of Christ’s College, Cambridge. 
Tue death, on September 22nd, of the Master of Christ’s 
though primarily a loss to science and to the University of 
Cambridge, is also a loss to medicine, because Sir Arthur 
Shipley was a good friend to generations of Cambridge 
medical students, and in various ways, throughout a 
strenuous public career, showed his practical interest in 
the work of our profession. . 

Arthur Everett Shipley was born in 1861, and left 
University College School in 1879 with the intention of 
graduating in medicine. But after a year at St. Bartho- 
Jomew’s Hospital, where, with the help of Stephen Paget, 
he had ‘‘ dissected the leg of the wife of the butler of the 
first Napoleon,’ he went up to Cambridge, and (again to 
use his own words) ‘ fell under the glamour of Morpho- 
logy.’ It was about this time that Francis Balfour was 
finishing his epoch-making work on comparative embryo- 
logy. Another Cambridge professor, but representing the 
older school, who influenced Shipley much in his under- 
graduate days was Alfred Newton, a dull lecturer but 
a great power in the world of ornithology and an inspira- 
tion to receptive minds; Newton’s Sunday evenings in the 
old Lodgs at Magdalene ‘‘ saved zoology as the science of 
living animals in Cambridge.’’! Shipley gained a first in 
both parts of the Natural Sciences Tripos, became a Fellow 
of Christ’s, and demonstrator of comparative anatomy in 
the University. His own researches (for which he was 
elected an F.R.S. in 1904) were mainly in the field of 
invertebrate zoology, but he tock a large share in develop- 
ing the teaching of zoology generally at Cambridge. He 
wrote much and pleasantly on many subjects, and was an 
admirable editor of scientific manuals. He was, moreover, 
a first-rate man of affairs, excellent on committees and 
such-like bodies, whether as chairman or ordinary member. 
In 1910 he was elected Master of Christ’s, and at once 
became just what the Head of a House should be in these 
days, blending jealous regard for old traditions with liberal 
ideas and informal courtesy. By none was he better liked 
or more admired than by the medical students and 
graduates of his own college, and many of them have a 
repertory of ‘‘ Shipley sayings ’’ for intimate occasions. 

Shipley’s period of office as Vice-Chancellor of the Univer- 
sity coincided with the most difficult years of. the war. 
Besides taking a close interest in the development of the 
Ist Eastern General Hospital—that town of huts on the 
“ Backs ’’—-he made the Master’s Lodge from 1915 a con- 
valescent home for wounded officers, at no small sacrifice 
of his personal comfort. It was typical of him to find time 
in those anxious days to devise a dinner-table plate for the 
use of soldiers and sailors who had lost an arm, and an 
appliance by which an armless man could turn the pages 
of a book; both were described by him in our columns. 
Encouraged and guided by the Vice-Chancellor, Cambridge 
threw itself into the war, and the high honour of G.B.E., 
conferred upon him in 1920, was fitting recognition of 
indefatigable work for his country, both in public and 
behind the scenes. Shipley’s very entertaining and instruc- 
tive series of papers, ‘‘ The minor horrors of war’ and 
“More minor horrors,” first appeared in the Britisu 
Mepican Journat in 1914 and 1915, and were afterwards 
reprinted in book form. Another direction in which he 
served our profession was by membership of the Central 
Medical War Committee, and in its early months he shared 
the duties of vice-chairman. He was also a Beit Trustee 
and an elected Trustee of the Hunterian Collection. Of 
his many other distinctions and services this is not the 
place to speak. 


We are indebted to Sir Humpnry Rorzeston, Bt., Regius 

Professor of Physic, for the following appreciation : 
Arthur Shipley belonged to the new order of heads of 

colleges, who won distinctions in natural sciences rather 


than in classics or mathematics; in this capacity he was 


Life of Alfred Newton. By A. F. R. Wollaston, Chapter VII, Reminis- 
Cences by the Master of Christ's. 


pre-eminently successful, for he took a fatherly interest 
in all, and-especially the younger, members of the college, 
and, knowing them well, looked after their present and 
future in an exceptionally sympathetic and _ effective 
manner. His genuine kindness of heart was also shown 
by the affection he inspired among the servants of the 
College. He was a connoisseur not only in the art of 
living but in entertaining others so as to make them 
feel thoroughly at home in ‘ the Lodge ’’—which he had 
made both comfortable and impressive—as was well shown 
by his unselfishness in giving up the quiet Lodge to 
wounded officers in the war. In addition to holding with 
distinction the Vice-Chancellorship of the University during 
a critical time in the war he was a power in the outside 
world, much in request on committees, and thus brought 
influential personalities into touch with Cambridge. 
Keenly interested in many directions, especially in the 
application of biology to practical problems, such as those 
of agriculture, he travelled much in connexion with his 
activities. Last spring he returned from such a visit to 
the West Indies ill and depressed with prophetic fore- 
bodings about his health, and it is sad that he has so 
soon followed his lifelong friend the late J. G. Adami, 
Vice-Chancellor of Liverpool, upon whose memoir he was 
engaged until almost the end. He wrote much, and always 
in an easy and attractive style; ever a popular after- 
dinner speaker, he had at his command a fund of good 
stories which he told in an inimitable manner with great 
effect. It is certain that with his mine of curious informa- 
tion he could have written a fascinating account of Cam- 
bridge life and manners during the last forty years, and 
indeed this would be an appropriate addendum to ‘‘ J.” 
(A Memoir of J. W. Clark, 1833-1910), which he brought 
out in 1913. His death leaves a gap which many will 
long feel can never be so exactly filled. 


ADRIAN STOKES, D.S.O., 0.B.E., M.D.Dvunt., 
F.R.C.S.1., M.R.C.P.Lonp., 
Sir William Dunn Professor of Pathology at Guy’s Hospital, 
London University. 

Tue death of Adrian Stokes, at the early age of 40, robs 
the Empire of one of the most brilliant students of medicine 
of this generation and of a man with many wonderful and 
lovable qualities. He was born at Lausanne on February 
9th, 1887. His father was the late Henry John Stokes, 
1.C.S., of Howth, co. Dublin. His great grandfather, 
Whitley Stokes, was regius professor of medicine in the 
University of Dublin from 1830 to 1843, and his grand- 
father was the great clinician William Stokes. It is 
interesting to recall that in 1826 William Stokes nearly 
lost his life from typhus, which he contracted whilst 
working among the sufferers in the great Dublin epidemic. 

Adrian Stokes was educated at St. Stephen’s Green 
School, Dublin, and in 1905 entered Trinity College, with 
which his family had been associated for many generations 
as Fellows, scholars, and graduates. Here, and at the 
Meath Hospital, where his grandfather had been a physi- 
cian and his uncle, Sir William Stokes, a surgeon, he 
studied medicine with distinction, obtaining first-class 
honours, a senior moderatorship, and the Banks prize. 
While still a student he published an excellent paper on 
a ‘Rare abnormality of the heart and great vessels.’ 
He graduated M.B., B.Ch. in 1910, and proceeded M.D. 
in 1911, and acted for a time as demonstrator in anatomy. 
He obtained the diplomas F.R.C.S.I. in 1912 and M.R.C.P. 
Lond. in 1924. In 1912 he was elected to the medical 
travelling prize, but with characteristic generosity resigned 
it in favour of the ‘“‘ proxime accessit.’”” The prize being 
again awarded to him the following year, he went to the 
Rockefeller Institute in New York, where he engaged in 

h for eight months. 

to Dublin as assistant to the late Dr. 
O’Sullivan, professor of pathology at Trinity College, 
where he continued to work till the outbreak of war. He 
immediately volunteered for service, and shortly after- 
wards went out to France with a medical unit from 
Dublin. He took with him his own motor bicycle and side- 
car, which he packed with laboratory apparatus, this being 
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the actual parent of the mobile laboratories which were 
to play such an important part in the army medical 
services during the latter part of the war. Shortly after- 
wards a friend had a motor caravan equipped as a small 
pathological laboratory for him; this became No. 1 Mobile 
Laboratory, and remained with Stokes until he was 
demobilized in 1919. 

In 1915 an outbreak of enteric fever amongst the civil 
population of Belgian Flanders aroused anxiety, and Stokes 
was detailed to cope with it. It was mainly due to the 
hygienic measures he took that the disease never spread 
to the large number of British troops billeted in the 
affected area. He published an account of his work in the 
Lancet under the title of ‘‘ Examination of enteric con- 
valescents.”’? For his services in this connexion he was 
appointed Chevalier de l’Ordre de la Couronne by the 
King of the Belgians. By discovering the carrier, he was 


also the means of arresting a typhoid epidemic in the | 


Guards Brigade in 1915. During most of his service in 
France he was attached to No. 10 Casualty Clearing Station 
at Remy Siding, near Poperinghe, but his influence was 
felt throughout the war area. Though he never neglected 
his official duties as pathologist, he was always ready to 
help in any capacity.. In September, 1914, he rode 140 
miles to fetch a supply of urgently needed tetanus anti- 
toxin, and in times of stress he would act as anaesthetist 
or surgeon. 

In the spring of 1916 an epidemic of jaundice broke out 
among the British and French troops in France and 
Flanders. Stokes was prominent among the small group 
of British officers whose investigations proved that the 
disease was caused by infection of the liver and kidneys 
with the same spirochaete which Inada and his fellow 
workers had discovered in 1914 in the blood and urine of 
the epidemic jaundice prevalent among Japanese miners. 
He found the spirochaete in rats caught in trenches in 
which the disease had occurred, and by showing that the 
infection was spread by the presence of their urine in badly 
drained trenches he was able to indicate how the epidemic 
could be stamped out. He proved that the jaundice was 
caused by the inflammatory changes in the liver, which 
produced obstruction of the smallest bile ducts, and that 
haemorrhagic nephritis at the same time gave rise to 
haematuria. He with J. A. Ryle published joint papers 
on the subject in the British Mepicat Journax in 1916, 
and in the Lancet the following year. He did work 
‘of great value in connexion with all the other infec- 
tive diseases which occurred in the army. He took 
an active part in examining contacts with cerebro- 
spinal fever cases, and made himself responsible for 
teaching the medical officers of the units of his neigh- 
bourhood the methods of diagnosis and of treatment with 
appropriate serum. 

Stokes did much to improve the methods of preventing 
and treating the severe forms of wound infection, and 
was the first in France to isolate the organism of gas 
gangrene in the blood stream. When a crowd of victims 
of severe phosgene gas poisoning arrived at his casualty 
clearing station he found that the old-fashioned mask was 
still being employed for administering oxygen. Since it 
was proving both wasteful and ineffective he collected 
all the available rubber catheters and tubing in order that 
a satisfactory flow of oxygen could be given through the 
nose, with the result that innumerable lives were saved 
which would otherwise have been lost. The method he then 
introduced has now been widely adopted in civil practice. 
All who came into contact with him agree that no man did 


more to improve the lot of the sick and wounded than this 


young Irish officer, who was only 27 at the outbreak of 
war. He was directly responsible for the -saving of 
countless lives. 

After the armistice he served in Cologne, where he did 
most valuable work in helping to restrict the ravages of 
venereal disease. He was several times mentioned in dis- 
patches, and was awarded the D.S.O. and O.B.E. for his 
services with the army. 

In 1919 he returned to Trinity College, Dublin, as pro- 
fessor of bacteriology and preventive medicine and patho- 
logist to the Royal City of Dublin and Adelaide Hospitals. 


In 1920 he was asked to go to Lagos, West Africa, with 
the Rockefeller Yellow Fever Commission, his investiga- 
tions on epidemic jaundice in France having attracted the 
attention of the authorities. He accepted readily, as it was 
a form of work that specially appealed to him. 


he had no opportunity of carrying on any investigations, 

In October, 1922, Stokes was appointed Sir William Dunn 
professor of pathology in London University at Guy’s 
Hospital. At that time interest in pathology among the 
students was at a low ebb. Naturally attracted by the 
living interest of clinical work, they regarded any excuse 
as sufficient for non-attendance in the department. The 
course then covered a period of three months, but Stokes 
from the first insisted that it was impossible for pathology 
to be taught in less than double that time. The suggestion 
met with considerable opposition, and it was largely due to 
the charm of his personality that he eventually had his 
way, a whole winter session being now devoted to the sub- 
jeet. In order to give the students every opportunity to 
attend he duplicated the practical classes, although this 
could only be done at the sacrifice of his own time. 
he first came to Guy’s he threw himself into the task of 
perfecting his knowledge of the branches of pathology with 
which, as a bacteriologist, he had previously been compara- 
tively unfamiliar. Few knew what an amount of reading 
and study this entailed, but all appreciated the success 
which followed in the vast store of accurate knowledge he 
accumulated. The students were quick to appreciate his 
willingness to help: them, and they soon found that his 
department was free from any trace of red tape. As a 
result the attendance at the pathology classes improved in 
an extraordinary way. Whereas previously the patho- 
logists had complained that the clinicians prevented the 
students from giving them a fair share of their time, the 
complaints now came from the clinicians, who found them- 
selves deserted by their clerks and dressers when pathology 
classes were being held. glezarranged a weekly demonstra- 
tion on fresh post-mortem material, which was always well 
attended and was of the greatest practical value. With 
him the interests of the students always came first, and he 
fought for his subject because he believed that a knowledge 
of pathology was essential ‘in the make-up of a ‘“‘ good 
doctor.”? It was his custom to offer a prize, at the 
conclusion of each course, on the results of a_ special 
examination. 

During his four years at Guy’s Stokes made a unique 
position for himself. Members of the staff, house officers, 
and students constantly sought his advice and help in the 
manifold difficulties they encountered in the wards, and 
they rarely failed to profit from his wide knowledge of 
the literature, great experience, and unbounded common 
sense. He realized from the first that a hospital patho 
logist should not live solely in his laboratory, but should 
be a regular visitor to the wards. In addition, once a week 
he made a round with some of his medical colleagues, 
joining in the discussions on difficult cases. His depart 
ment was thus not merely a scientific institute, but formed 
a valuable unit in the everyday work of treating the sick 
poor of the hospital. He took a keen personal interest im 
any student who showed a desire to’ learn, and especially 
in those who wished to tackle a problem of their own, for 
he was never too busy to help or advise. 

Many valuable contributions to scientific literature, 


generally published in the hospital Reports, came from > 


his laboratory at Guy’s. Without exception, however, they 
appeared under the names of others, the majority being 
students or recently qualified men, who performed investi- 
gations suggested by him and under his direction. Ia 
spite of their protests he always deleted their acknowledge 
ment of his encouragement and help from the manuscript. 


Perhaps the most important investigation of this kind was 


that of achalasia of the cardia (so-called cardiospasm) by 
one of his most promising students. In every one of the 
eight specimens examined inflammation or degeneration 
was found in Auerbach’s plexus in the neighbourhood of 
the sphincter, thus explaining its failure to relax on the 
arrival of a peristaltic wave during deglutition. Other 


He spent 
about six months on the coast, but as he only saw one, case— 
—a man who escaped into the bush to avoid examination—~ 
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investigations dealt with the infective gastritis asseciated 
with the achlorhydria’ of subacute combined degexeration 
of the cord; acute suppurative gastritis; diffuse polyposis 
of the stomach; and aleukaemic leukaemia. 

In the spring of 1927 the Rockefeller Commission on 
yellow fever in West Africa again sought Stokes’s assistance. 
Their investigations had led to no definite result, and it 
was hoped that his clear judgement and genius for research 
would make it possible to unravel some of the difficult 
roblems with which the Commission was faced. It has 
long been known that yellow fever, as it occurs in South 
America, is propagated by the common domestic mosquito, 
Stegomyia fasciata, and recently Noguchi described a 
leptospira which he believed was the cause of the disease. 
As the epidemiology of the yellow fever of West Africa is 
very different from that of South America, doubts have 
been raised whether the disease in the two continents 
was really identical. It was therefore necessary to 
discover whether the clinical 
and pathological characters of 
the West African disease were 
identical with the better 
known South American disease, 
and whether the fever was, 
like the latter, transmitted by 
mosquitos. This was just the 
kind of problem which fas- 
cinated a man of Stokes’s 
character, and his only doubt 
as to whether he should accept 
the invitation of the Rocke- 
feller trustees came from his 
dislike of neglecting his duties 
at Guy’s for six months, for 
no man ever interpreted duty 
more strictly or adhered to 
it more conscientiously. Re- 
assured on this point he 
accepted the invitation and 
proceeded to Lagos in June. 
His first letter home was 
written from Accra a week 
after his arrival the 
coast.* 

“We bought three chimps at 
Freetown, one tame and two 
recently captured, We landed 
here instead of going on to 
Lagos, as there was a nice actual 
epidemic going on in a_ village 
about thirty-five miles away. 
bought off twe here and sent 
ene on to Lagos, the big wild 
one I need — say, and we 
have attempted to infect both 
from three cases of yellow fever 
tach. Neither shows any sign 
of doing anything; one of them is very ill with cancrum 
ors, and I think will die from it, but if he lives for 
two days more it will be ten since we inoculated him, and 
pretty certainly not a take for yellow fever. If the chimps don’t 
take we have very little to fall back on. We had two good post- 
mortem examinations on genuine cases with typical liver and 
kidneys, but there seem to fewer cases the last few days. ... 
It is very hard to diagnose, and is apparently a trivial disease 
until you die. The natives are hardly ill at all and the jaundice 
is often quite unconvincing.” 

A fortnight later he wrote: 


ee We have infected some Indian monkeys; five out of six inocu- 
ted with blood from yellow fever cases have died with a good 
pathology. We have failed to pass the strain to others; this 
Suggests an intermediate life history. I think it is a winner. No 
keptospirae at all found.” 


On July 7th he wrote from Accra: 


“I came back here from Lagos about ten days ago, as there 
was another outbreak on the Togoland frontier. Two early 
cases were tried on monkeys. One died during the incubation 


Period and th 
recovered.” e other ran a typical fever for four days and then 


On August 13th he wrote from Accra: 


“The stunt is going all right at Lagos and I am going back 
Monday. They were able to run the strain three 
~“ eys and then, alas! had no more, and we had to depend 

Mosquitos to keep it till more came from -home, and they did 
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aa It should be noted that the following extracts are from private 


ters, and m ‘ 
ns telersed te not be regarded as accurate reports of the investiga 


Aprian 


the job all right so far as I can see from records they have 
sent me. 

“This proves our case fairly well, and as we can get no 
leptospirae at all it queers that organism as the cause of yellow 
fever. The last news I*had, which was a cable, seems to imply 
that we have four mosquito transmissions out of four tried, and 
that seems good enough to chance a fourpence on. The third 
monkey had a beautiful clinical history and jaundice and 
albuminuria, and all the right things at the post-mortem examina- 
tions, and, best of all, showed a liver lesion that was almost 
typical of yellow fever, with quite obvious mid-zonal necrosis 
as well as the fatty changes. e still have the difficulty of not 
having a white man to monkey transmission and no post-mortem 
examination on a case that has been used to infect a monkey. 
That will be a question of time and fortune, but I am quile 
confident it will be all right. 

““T am going up country to-morrow to get some convalescent 
serum from a recovered European case to do protection experi- 
ments with when I get back to Lagos. We went when he got ill 
and I tried a monkey, but it was three and a half days after the 
illness started and nothing happened. One must get it in forty- 
eight hours to get a winner so far as we know at present, 
However, protections are good evidence.” 


His last letter was dated 
August 26th. 


** We are a bit full of ourselves 
as _we have the fish hooked all 
right, right down in the belly, 
and unless we are careless and 
break the tackle it will only be 
a question of time. The time 
may be years, but it must 
come. He rose to a grey monkey 
in May and we hooked him fair 
early in July, and now we can 
transfer it by blood or mosquitos 
at will and can_ protect the 
animals by convalescent serum 
and so on. Of course, the gaffing 
of the bug will be the thing 
that takes time, but getting a 
susceptible animal is a first and 
essential step. We have about 
90 per cent. of successful transfers 
with blood and about the same 
with mosquitos, and we have had 
about a dozen animals die, so 
we think it is very nearly certain. 
The pathology and clinical picture 
is good on the whole. What wo 
want is another strain or two 
isolated from human cases, and 
best of all, a_ strain isolated 
from a patient that comes from 
autopsy. 

“JT have again ventured in 
cutting mosquitos, and it is in- 
furiating to know that one has 
the virus under one’s eye and 
cannot see it, I am cutting them 
in series—a normal one fed five 
days and two fed twenty-six and 
forty-two days. You get them 
all parallel and cut them from 
before backwards in series and 
then gaze in rapt admiration at 
nothing at all to see. They 
have lovely eyes ‘though and 
lots of other nice things to distract you.” 

From the meagre details available it seems probable that 
Stokes contracted yellow fever from the bite of an experi- 
mentally infected mosquito. He became suddenly ill on 
September 15th, about five weeks before ho was due to 
sail for home. He was removed to the European Hospital 
ou the following morning. He died on the evening of the 
19th. Hoe was buried next day at the Ikogi Cemetery after 
a service conducted at the Colonial Church by the Bishop 
of Lagos. ; 

As a sportsman he showed just the same delightful and 
infectious enthusiasm that he did in his work. He was in 
the Trinity College XT, and played hockey, lawn tennis, 
and squash racquets well. But the sports he enjoyed most 
were sailing, fishing, and shooting. His summer holiday 
was nearly always spent in Ireland, and he used to love 
on his return to tell about his experience with the trout 
and salmon. During September, until the commencement 
of the autumn term claimed all his time, one day a week 
was regularly given up to shooting. It was typical of the 
man that on these occasions, though an excellent shot, he 
would always endeavour to place himself where the birds 
were likely to be fewest and where the walking would he 
most arduous. He was extraordinarily popular; everybody 
liked him. An impulsive, warm-hearted Irishman, he was 
generous to a fault, and his boundless sympathy with those 


[Elliott and Fry, London. 
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in trouble allowed him no rest until he had done everything 
possible to put things right. His flat at Maida Vale was 
a refuge for the sick in body and in spirit; he would give 
up his own room and, single-handed, would nurse his guest 
back to physical and mental health. A superficially gruff 
manner hid a heart of gold, and the loss to the many who 
were privileged to be his friends is irreparable. 


Dr. T. Gutman Moorurap, Regius Professor of Physic, 
University of Dublin, in the course of a warm tribute, 
writes : 

Adrian Stokes, one of the most brilliant of Irish students 
of medicine in this generation, entered the Medical School 
of Trinity College in 1905; he devoted himself at once 
with intense energy and enthusiasm to his medical studies, 
but also found time to take part in other activities of 
university life. He was a fine cricketer and an all-round 
sportsman, but a somewhat negligent student of Arts. For 
some years he acted as secretary of the Dublin University 
Biological Association, and was a prominent figure in 
directing the energies of that association in his student 
and also in later years. Although eminently adapted for 
clini¢al work, and especially for surgery, his real bent 
from the beginning was for the laboratory. He early 
showed a flair for research, and in his student days pub- 
lished in the Journal of Anatomy a remarkable paper on 
a rare malformation of the heart. Coming under the 
influence of the late Professor O’Sullivan, he took up the 
study of bacteriology, and threw all his abounding energy 
into this branch. As an undergraduate, almost from the 
moment of his entering the medical school, he became a 
marked man, not merely for his brilliant intellectual 
attainments, but also for his strength of character and 
his capacity as a leader of men. It was recognized by all 
his teachers that the genius of his great predecessor 
William Stokes had been reborn in him. ... On his 
return from working in the Rockefeller Institute, New 
York, he accepted the post of assistant in the Pathological 
Laboratory, Trinity College, and at the same time, with 
the object of bringing closer together clinical and patho- 
logical aspects of medicine, he undertook for a short 
period the work of an assistant physician at the Royal 
City of Dublin Hospital. Throughout the remainder of 
his life this object retained his deepest interest. He felt 
that clinical and laboratory work were to some extent 
estranged, and he never ceased in deeds and in con- 
versation to endeavour to bring pathologists and clinicians 
more closely together. In the before-mentioned positions 
his powers as an original thinker and investigator became 
at once apparent, and many who came in contact with him 
felt that he had introduced a new stimulus into the 
medical life of Dublin. 

At the end of the war he returned to Dublin, and for 
a time was professor of bacteriology in the University. 
During his tenure of this post he continued his scientific 
work, and published several papers of outstanding merit, 
including one with Professor Bigger on an outbreak of 
dysentery in the Dublin area, and one in conjunction with 
Professor Wigham on the sigma reaction. But, what was 
even more important, he gained a hold over the minds 
and thoughts of the younger generation of students, and 
stimulated many of them to undertake fruitful lines of 
research. Although he only held the appointment for a 
few rs, his influence is still felt in the direction indi- 
cated. A hater of shams, he was satisfied by nothing less 
than the most rigorous proof. Careless or slipshod work 
was anathema to him, and no trouble was too great to 
ensure accuracy. His intense intellectual honesty was 
always apparent, and nowhere more than in connexiot 
with his own particular line. ‘ 

Apart from his reputation and standing as a man of 
science Adrian Stokes had many friends, and no man 
better deserved his friends or did more for them. In 
periods of distress he was always helpful in advice, and 


never spared either time or trouble to aid those who were: 


in need. Though generous to a fault any expressior of 
sentiment or emotion was foreign to his nature. Out- 
spoken in criticism, he made some enemies, but no one 
ever accused him of unfairness in controversy or believed 
his criticism to be personal. There is pathos in a life cut 


off with the promise of such rich fruit; had he be 


granted the normal span of human life he would yy! 


doubtedly have further enriched our scientific know 
of medicine, and would probably have added new pages 
medical history. Though he must be numbered among fy 
inheritors of but half-fulfilled renown, he will be remeq. 
bered as a pioneer who, like others, risked his life joyoul 
and gave it nobly for the sake of scientific truth. 


Dr. Cuartes Epwarp Pacet, who died on Septemby 
11th at the age of 68, was the second of four sons of thy 
late Sir George Paget, K.C.B., Regius Professor of Physiy 
at Cambridge, and nephew of Sir James Paget, Bt., th 
famous surgeon. Charles Paget went from Charterhouy 
to St. Bartholomew’s Hospital, and obtained the diplomy 
M.R.C.S.Eng. in 1882, the L R.C.P.Lond. in 1883, and th 
Diploma of Public Health of the English Conjoint Boar 
in 1889. He acted for some time as private secretary 
Sir James Paget, and in 1883 was appointed medical officy 
in charge of the Westmorland combined sanitary districh, 
Six years later he became medical officer of the borough q 
Salford, and in 1897 he was appointed medical officer ¢ 
health for Northamptonshire, which post he held uni 
March, 1926. He was a Fellow of the Society ¢ 
Medical Officers of Health, and president of its North 
Western Branch in 1893. For some years he acted » 
lecturer and examiner in public health at the University 
of Manchester. . His literary contributions included 4 
pamphlet entitled Healthy Schools, the handbook of th 
International Health Exhibition in 1884, and The Arrange 
ment and Construction of School Sanatoria; he aly 
collected and edited some of the lectures of Sir Geoip 
Paget, supplying a memoir of his father. Dr. Paget wa 
for many years a member of the British Medical Associa. 
tion, and in 1895 was secretary of the. Section of Publi 
Medicine at the Annual Meeting; in the following yearl 
was vice-president of that Section, and in 1910 he was vie 
president of the Section of State Medicine. He leavess 
widow but no children, his only son having been killeda 
the war. 


Dr. A. R. Lankester, who died with tragi 
suddenness on September 19th while on holiday at Fat 
bourne, received his medical education at Universi 
College, London, and at Durham University, where b 
graduated M.B., B.S. in 1898. In the same year i 
obtained the diplomas M.R.C.S., L.R.C.P., and two yean 
later graduated M.D. He went to Bradford in 18048 
house-physician at the Royal Infirmary, and eighten 
menths later joined Dr. Messer in one of the longet 
established practices in the city. In this practice » 
remained, and was at the time of his death the seniord 
three partners. Dr. Lankester was appointed visiting 
anaesthetist to the Infirmary when this post was fm 
created twenty years ago, and he was associated with t 
late Mr. Basil Hall (President of the British Medial 
Association in 1924) during the whole of the latter’s tem 
as surgeon. When Mr. Hall’s twenty years came ®# 
end Dr. Lankester retired simultaneously, and 
appointed honorary consulting anaesthetist. A colleag# 
writes: Dr. Lankester was a glutton for work, andi 
addition to his large private practice was always 
to deputize at the Infirmary for another anaesthetist. Hi 
services were sought on all the important medical ot 
mittees in the city; he never pushed himself forward, a 
was as modest as he was unambitious. But his 
common sense, integrity, impartiality, friendliness, 4 
geniality led to his being elected to the British Med 
Association Executive, the local Advisory Medical © 
mittee, the Panel Committee, and the council of 
Medico-Chirurgical Society. He was president-elect of # 
latter society. His death comes with a greater 
his numerous friends because he had never had a § 
illness, was a man who did not look his years, and al 
appeared ‘to be able to take all he had to do “ in the aay 
work,’’ without any show of over-effort or tiredness. # 
leaves a widow and young son to mourn his loss. _ 
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Medical Netus. 


At the meeting of the Society for the Study of Inebriety, 
8 tf to be held in the rooms of the Medical Society of London, 


men-§ }], Chandos Street, Cavendish Square, on Tuesday, October 
youly§ 12th, at 4 p.m., Professor W. E. Dixon, M.A., M.D., F.R.S., 


will deliver the twelfth Norman Kerr Memorial Lecture, on 
«The tobacco habit.”’ 


ViscouNT CaVE, Lord Chancellor of England, will open the 
New Reception Hospital in connexion with St. Audrew’s 


embel Hospital for Mental Diseases, Northampton, on October 14th, 
of tg at3p.m. This building will be devoted to the treatment of 
Physic early cases of mental disorder, and can accommodate sixteen 
15 the patients of each sex. The new hospital is fully equipped 


ree with an operating theatre, laboratories, consulting rooms for 
: psychotherapy, and special arrangements for hydrotherapy 


tomas and electrical treatment. 


An Imperial Social Hygiene Congress organized by the 
Boari British Social Hygiene Council (Carteret House, Carteret 


ary § Street, S.W.1) will be held at the Caxton Hall, Westminster, 
office} from October 3rd te 7th, under the presidency of the Right 
tric, § Hon. Major-General Seely. The subjects to be dealt with 
ugh of include: venereal disease in the Navy and Air Force; 
cer ff Welfare work among seamen; the medical, educational, and 
antl administrative aspect of social hygiene; the modern treat- 


mentof syphilis ; the social problems of India, the Dominions, 


ty di Protectorates, and mandated territories ; the scientific founda- 
North} tion of character training; and congenital syphilis in school 
ted af children. 


THE fifth session of the Liverpool Psychological Society 


ded sf will commence on October 4th, when the president, Dr. 
of thf Barton Hall, will deliver his inaugural address at the 
range. uiversity on ‘* Dreams and dreaming.’’ This will be fol- 
e alyg lowed by a series of papers dealing with various scientific 


Geoig aspects of the subject. Inquiries may be addressed to the 
secretary of the society, the University, Liverpool. 


A COURSE of post-graduate lectures on infant eare will be 


Publis given at the Infants Hospital, Vincent Square, Westminster, 
on Mondays, from October lth to December 12th, at 6.30 p.m. 


year he These lectures are intended for health visitors, nurses, mid- 
aS Vie wives, and superintendents of infant welfare centres. The 
savesa— fee for the course is 7s. 6d. A syllabus can be obtained from 
illed inf the secretary, National Association for the Prevention of 


Infant Mortality, 117, Piccadilly, W.1. 


A PUBLIC conference on the subject of family allowances 
has been arranged, to be held at the London School 
tragi of Economics, Houghton Street, W.C.2, on the evening of 
+ East Friday, October 14th, and the afternoon and evening of 


iversil Saturday, October 15th. Addresses will be given by Sir 


William Beveridge, Dr. R. A. Fisher, Professor V. H. 


be Mottram, and others. 


THE Fellowship of Medicine announces that from October 


© yeent 3rd to 15th there will be a whole-day cardiology course at the 
188 8} National Hospital for Diseases of the Heart; the number is 
ightea} strictly limited to twenty. The Central London Throat, Nose 
longest} and Ear Hospital holds its usual October courses from October 
tice by Stdto 22nd. The clinical part, occupying almost the whole of 
snior cach day, may be taken alone if desired; there will also be 
: isiting strictly limited courses in operative surgery from 10 to 11.30 
be fis daily, in practical peroral endoscopy, and in pathology and 


bacteriology suitable for D.L.O. students. On October 4th 


rith t#] the London Schoo! of Hygiene and Tropical Medicine will start 
Medial} aseries of bi- weekly clinical demonstrations on ‘uesdays and 
“3 tm§ Thursdays at 2 p.m., continuing until October 28th. Professor 
tog 4. Louise McIlroy will give a series of demonstrations in ante- 


natal diagnosis and treatment at the Royal Free Hospital from 
October 7th to 28th inclusive on Fridays at 5 p.m. Later 
October arrangements include courses in diseases of children, 
athe Paddington Green and Victoria Hospital for children 
(October 17th to 29th), im gy2ecology at the Chelsea Hospital 
(October 17th to 28th), in eleetro-therapy at the Royal Free 
Hospital (October 12th to November 2nd), and in ophthalmology 
tt the Royal Eye Hospital (October 24th to November 5th). 
October 3rd a two months’ course in neurology will com- 
Mence at the National Hospital, Queen Square. November 
atrangements include two practitioners’ courses in medicine, 
sirgery, and the specialties in the late afternoons; courses 
Will be held in diseases of children, diseases of the chest, 
heurology (West End Hospital), proctology, urology, and in 
Yenereal diseases. Commencing on October 17th, a series of 
ctures arranged by the Fellowship and entitled ‘“ Practical 
mts on medicine, surgery, and the aHied specialties” will 
he held on Mondays at 5 p.m. at the Lecture Room of the 
edical Society, Chandos Street, W.1. In the same week 
® series of clinical demonstrations will open; these and the 
€ctures are free to medical practitioners. Copies of syllabuses 
are obtainable from the secretary, 1, Wimpole Street, W.1. 


2. 


he 


THE Governor of Northern Ireland has appointed Dr. M. J. 
Nolan, resident medical superintendent of Down County 
ag Hospital, to the Commission of the Peace for County 

Own. 

THE Lord Mayor will preside over a meeting at the Mansion 
House, London, on October 13th, at 3.30 p.m., in support of the 
Central Council for District Nursiug in London. The speakers 
will include Sir H. Kingsley Wood, M.P., and Sir William 
Collins, M.D. 

THE Executive Committee of the Invalid Children’s Aid 
Association has issued invitations to a garden party on the 
occasion of the opening by Lady Lennard of the Hospital and 
Home for Heart Cases (to be known as ‘‘ Heartsease’’) at 
West Wickham, Kent, on Thursday next, October 6th, at 
3 o’clock. 

Dr. G. B. HILLMAN, M.B.E., in response to the invitation 
of the three parties in the City Council, has accepted the 
mayoralty of Wakefield for the coming year. 

THE honorary freedom of the borough of Oswestry was 
conferred on September 22nd upon Dr. Robert de la Poer 
Beresford, the retiring medical officer of health, in recogni- 
tion of his fifty-nine years of service to the borough, of which 
he was mayor in 1900 and 1910. 

The Board of Manageuient of St. Mary’s Hospital bave 
extended the term of office of Dr. Grabam Little, M.P., as 
physician in charge of the dermatological department, for 
a further period of five years as from October 25th, 1927. 

A CONGRESS under the name of Jornadas Médicas de Madrid, 
on the~-model of those recently held in Paris, Brussels, 
Toulouse, Montpellier, and Marseilles, will take place in 
Madrid from October 18th to 23rd, with Professor Sebastian 
Recasens, dean of the faculty of medicipe, as president, 
and Professor Gustavo Pittaluga and Dr. José Codina as 
vice-presidents. Further information can be obtained from 
the general secretary, Dr. Coca, Apartado de Correos 1220, 
Madrid. 

THE thirty-fourth Congress of the Itatian Society of Surgery 
will be held from October 18th to 21st at Parma, where the 
sixth congress of the Italian Society of Urology will also be 
held on October 21st and 22nd. 


Letters, Notes, and Anstvers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepica, Jourman 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their ications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Mepica, JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, ‘Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Britisn Mepica, JournaL are MUSEUM 9861, 9862, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: ° 

EDITOR of the Britisn Mepicat Journat, Aitiology Westcent, 
London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, ete.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association is 
16, South Frederick Street, Dublin (telegrams: Bacillus, Dublin; 
telephone : 4737 Dublin), and of the Scottish Office, 6, Drumsheugh 
Gardens, Edinburgh (telegrams : Associate, Edinburgh ; telephone : 
24361 Edinburgh. 


QUERIES AND ANSWERS. 


INTRAVENOUS MEDICATION. 

* Mayor R.A.M.C.” writes to inquire whether tincture of iodine 

has been used intravenously and, if so, for what purpose and 
with what success. 


“A.C. E.” writes: What is the objection to the routine treatment 
of malaria by quinine administered intravenously, provided all 
due precautions are taken? On the face of it the introduction 
of quinine direct into the blood stream would appear to have 
great advantages over oral administration. I have frequently 
treated the cerebral type of malaria with intravenous quinine, 
but I have only had experience of two cases of ordinary malaria 
treated by the intravenous route, with immediate success and 
no relapse. 
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TREATMENT OF FLATULENCE. 


“ West Country” asks for suggestions how to treat recurrent 


attacks of gastric and intestinal flatulence in a man, aged 77, 
who is suffering from myocardial degeneration, but is otherwise 
fuirly healthy for hisaye. All the recognized carminatives have, 
he thiuks, been tried without success. Cardiac tonics, such as 
digitalis and strychnine, appear to give no relief. 


BoRING THE LOBULE. 


Mr. Paut Bernarpd Roru, F.R.C.S. (London, W.), referring to 


the inquiry of “* K. W.” (September 24th, page 573), writes: The 
best way to pierce the lobule with the minimum amount of pain 
is to grasp it ina pile forceps and then thrust through the centre 
of the grasped portion a small trocar and cannula, as suggested. 
The end of a gold “sleeper ”’ is inserted in the cannula, and as 
the latter is withdrawn the sleeper enters in its place. The 
forceps holds the lobule absolutely steady, mukes cerfain that 
the hole will be made in exactly the same spot in both ears, and 


prevents any 


INCOME Tax. 
Succession to Partnership. 


“H. Y. M.” asks for advice in the following circumstances: 


A and B were in partnership for the four years 1921 to 1924. 
A then took over the whole penotios, moving to the place where 
B had been residing. - For 1925 he was assessed at £750, as for the 
profits of a new practice, but a new inspector of taxes now states 


‘that that was wrong, and that A should have been assessed on 
one-third of (£1,500+£1,500+ £750=) £3,750—that is, £1,250. 


*,* Strictly, the iuspector is right in saying that the assess- 
ment should have been made on the three years’ average basis, 
seeing that A uadoubtedly succeeded to the practice; but if such 
an assessment had been made .A could have applied under 
Rule 11, Cases I and 11, Schedule D, for an adjustment of that 
assessment to the amount of the profits of the year 1925, s> that 
the final result would have been the same. ‘“ H. Y. M.” might 
put that point to the inspector; presumably he will not desire to 
press the matter further if“ H. Y. M.” has, in fact, discharged 
his true liability to tax. 


Car Replacement. 


“C. H. D. R.”’ bought a car in 1923 for £250 and has now sold it for 


£75, buying a superior car for £400; the price of a car similar to 
the original one would have been £225. What can he claim ? 
*.* Strictly, only the actual cost of replacement is allowable— 
that is, the net cost of obtaining a similar car, £225—£75=£150; 
it is just possible that the local inspector might take the more 
lenient view that £250—£75=£175 could be allowed. (Our 


. correspondent holds a public appointment, and we are assuming 


that he does uot receive a car allowance [rom the local authority.) 


Motor Car Allowance. 


“J.P. B.” replaced his car in 1922 at a net cost of £414—£100=£314; 


the next replacement occurred in 1925, the cost being £270—£75 = 
£195, and the most recent in 1927 cost (£425—£75=£350). The two 
earlier replacements were allowed for at the amount of the net 
cost. What should he claim for the 1927-28 assessment? 

*,* The inspector of taxes takes the view that if depreciation 
is allowed on the full value of the car—that is, on 2425—then the 
amount received for the car, namely, £75, should be added to 
the professional profits. We do not agree with that view. 
Yresumably the car bought in 1925 had, when replaced, become 


" by wear and tear and age uusuitable for the purpose for which it 
was employed—in other words, it had become obsolete so far as 


“J. P. B.” was concerned. In that case the allowance fairly 


_came nnder Rule 7, Schedule D, Cases 1 and J, as incurred in 


replacing the obsolete car. Whether given on the ground of 


_ “obsolescence”? or ‘renewal expeuditure ’’ the allowance had 


re‘erence to and was measured by the car displaced, and left 
«J.P. B.” in the position of having incurred a total net capital 
expenditure of £414; that is the amount on which depreciation 
is due, and we cau find no justification for adding £75 to the 


fi 


LETTERS, NOTES, ETC. 


PREVENTION OF GOITRE. 


Sir JaMEs Barr (London, 8.W.) writes: By chance I happened to 


notice the letter of ‘‘ 8. O,”’ on the above subject in your i 

of September 24th. He says: ‘It would be interestiug to 
if Sir James Barr still uses concussion of the spinous process of 
the seventh cervical vertebra in the treatment of thyroid enilarge- 


‘ment.’’ Concussion of the sixth and seventh cervical s ines, 


followed by concussion of the second dorsal spine, is invaluable 
in all cases of hyperthyroidism, and in these cases you should 
substitute calcium for iodine. In all cases of fibroplastic goitre 
you should stimulate the function of the thyroid by a liberal use 
of iodine, and concussion of the third and fourth dorsal spines 
followed by concussion of the second dorsal spine—which I have 
termed the fixation complement. From the diet omit milk 
cheese, hard water, and all preparations of calcium. Asa plexi- 


meter I use a conical cork with a diameter of liin. at the broag 
end and about 7/8 iu. at the narrow end. The broad end covers 
the sixth and seventh cervical spines and the third aud fourth 
dorsal, while the narrow end should be used on the second 
dorsal. For a plexor I devised many years ago a small mallet, 
with a handle 7 in. long, the whole weighing about 1} oy, 
There are a good many hundreds of these floating about, ang 
they can be had for about 6d. each from Mr. Winsor, cork 
merchant, Park Lane, Liverpool. Ialways bought them by the 
half gross, and made a present of a cork and mallet to the 
patient, and taught some relative how to carry out the com 
cussion, which should be done two or three times daily. 


Loca RESISTANCE OF THE CORNEA TO IMMUNIZATION, 


Dr. Myer Copians (Hendon), referring to the report by Drs. Dc‘ord 


and Villard of a case of accidental inoculation of the eye of aman 
with vaccine lymph (See Epitome, August 27th, para. 188), draws 
attention to his own investigation of vaccinia variolae, gore 
in the Journal 4 Tropical Medicine and Hygiene, April 15th and 
May Ist, 1926. e remarks that the experiences recorded 
these French observers confirm the experimental results whieh 
he obtained in the rabbit. He concluded that the phenomenon 
demonstrated in previously immunized rabbits of returning 
sensitiveness of the corueal epithelium to vaccine inoculation 
while the skiu remained refractory might possibly indicate the 
presence of a negative phase in the rabbit and the waning of 
‘protection against variola in this animal. 


SUBINVOLUTION PERITONITIS’’ (?) 


Mr. J. S. M. ConneLy, F.R.C.S.Ed. (Birmingham) writes: Dr, 


Douglas A, Mitchell of Bath has advisedly called attention to 
the condition which he geeries as ‘*subinvolution peritonitis” 
(JOURNAL, September 24th, p. 574), and he is to be co:nplimented 
on his description of the physical sigus. I have met several 
similar cases, aud after careful examination and consultation 
with surgical colleagues in every case we have been compelled 


-to open the abdomen on the probability of finding an appendic- 


itis before establishing the diagnosis. While there is present 
a@ veneral soft, tender infiltration of the pelvic cellular tissue, 
making it difficult to gauge exactly the size of the uterus, with 
some irregular bieeding, the symptoms are so similar to an acute 
attack of appendicitis, following on several slight attacks, that it 
is nearly impossible to avoid this diagnosis. This is explained 
by the involvement of the small intestinal coils. The omentum 
seems to take little part in confining the inflammation. I think 
the clue to the condition is te be found iu the history of a recent 
confinement or abortion. Dr. Mitchell apparently considers that 
four months is too long for an infection to lie dormant, and also 
that an apparently straightforward confinement precludes the 
probability of consequent infection. My experience is that both 
these ideas are erroueous. It is not an extreme rarity to have 
a patient readmitted to my care with pelvic infection, usually of 
the thrombotic type, several weeks after an apparently normal 
confinement. I have only ouce been able to isolate the organism 
in the cases in question, and then it was a diplo-streptococcus. 
I hope that I may be able to diagnose the next case correctly by 
keeping these points in mind, since the usual tetrad of ¢yuaeco 
logical treatment, Fowler’s position, an enema, vaginal douching, 
and hot applications to the lower abdomen, suffices for a cure, 


PREGNANCY AND GLYCOSURIA. 


Dr. D. M. Macvonatp (Arnside, Westmorland) writes: The 


correspondence under the above title reminds me of a remark 
made to me many years ago in a ward in the Royal Infirmary, 
Edinburgh, by the late Dr. James. He was discussing this 
question in relation to a patient at that time under his observa- 
tion, and stated that when sugar occurred in pregnancy the 
subsequent birth was invariably a female. — In my experience it 
has always been so. It would be interesting to know if other 
practitioners find the rule coustant or subject to exceptions. 


Dr. J. BARKER SMITH (London, 8.E.) writes: The sugars cau be 


easily differentiated by my simple method described in the 
BRITISH MEDICAL JOURNAL some months ago for alcohol. The 
apparatus consists of a small phial, half au ounce, and a 
thermometer (fitting into the preferably long and stoppered phial. 
The oxidizing fluid is a saturated solution of | ye Pe 
manganate 4 c.cm., with dilute sulphuric acid 1 c.cm. 
graphs, vertical temperatures, aud horizontal minute observ 
tions, made from the differences of oxidation of the sugars 
indicate quantity and sort; 1 c.cm. of the solutions or of 
urine is sufficient. Oxidizer and oxidizable should be at the 
same temperature at the start. Sugar of milk and cane sige f 
may take twenty minutes for their maximum, glucose 6 
minutes, maltose approximating glucose, mannite and levulose 
four to six minutes. These are not.to be taken as standards, 
they are quite distinctive. Potassium permanganate in dil 
sulphuric acid gives a still more rapid oxidation. 


VACANCIES. 


Norirications of offices vacant in universities, medical colle 


and of vacant resident and other appointments at hosp a 
will be found at pages 38, 39, 40, 41, 44, and 45 of our advertiseme 
eolumns, and advertisements as to partnerships, assistantships 
avd locumtenencies at pages 42 and 43. 

A short summary of vacant posts notified in the adve 
columns appears in the Supplement at page 139. - 
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